tems 20b-20f Film G36MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mS RG 


gave rise to Immediate 


410523 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
EPTA } rere ae OF DEATH aa Z. USUAL RESIDENCE (Where deceased lived, 1f institutlon: Residence before admlsslon) 
\ z a.s b, COUNTY 
Tr eo Carroll MARYLAND Yar yland Prince George's 
Ss ss b. CITY OR TOWN (If outside apes limits, c. LENGTH OF STAY IN 1b |: c. CITY OR = (If outside corporate limits, write RURAL and give nearest town) 
bate £3 write ard ih - nearest town, 
Prat as _Sykesv: 6nos .25dy3« Friendly / 
in 8s JAME OF vile OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRES: 8. popes 
2 ©, . ? 
2% @ 
me 38 / Springfield State Hospital Allentown Road ves) nod 
Se os ee B NAME OF First Middle Last 4. DATE Month Day Year 
Baz BR (ype or print) WILLIAM GARFIELD ALLEN DEATH AUGUST 196 
ae 5 5. SEX 6. COLOR OR RACE | 7, %, DATE OF BIRTH 9, AGE (In years | IF UNDER 1 V EAR |IF UNDER 24HRS. 
=TE . MARRIED §¢] NEVER MARRIED [] joa ay baonthe | Dace Hours 1 Min- 
" jonths jours: 
gs Male White wiooweo [] _owvorceo}| 6-2-1883 of Tae 
25 Pe 10a, USUAL OCCUPATION (Give Kind of work done) 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (State or forelgn ear p 12. CITIZEN OF WHAT 
2s Se a Abe Ife, even If retired) INDUSTRY COUNTRY? 
Sue anitor U.S.A 
3S gs 13. FATHER’S NAME 14, Tae ‘MAIDEN NAME 
oc 
gens Joseph Allen Rebecca Sansbur 
S oP 
=—& Es 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
£ = (Yes, no, or unkown) ennai 
eo 5 
= Es 215-18-0151_| Records, Springfield State-H 
os (UES 20 ospi ted anwee 
5S 5s& 18. ChISE OF DEATH [Enter only one cause per line for (a), (b), end (c).1 8 ERVAL BETWEEN 
kh oe PART |. DEATH WAS CAUSED BY: 5 Ua PTE AU 
£5 35 IMMEDIATE CAUSE (o) PULMOnary tuberculosis, far advanced, active —__|___Months _ 
ee Ss / DUE TO 
cI 3s a | 
a3 Conditions, If any, which w Arteriosclerosis, generalized Years 
s 
o 


ceuse (a), stating the DUE TO 
underlying cause last. (c) 


EXAMINER: This certificate should be executed within 24 hours after death 


By 
Es S 
B2 5 
= 5 
Pps °L 
2 of 
SS 8 = PARTI. SS py i BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVENINPART (a) 19. WAS AUTOPSY 
eo, “Se = es FORMED? 
22 B32 »} |e|Fractured left 
Sse Se 0/8 Yes fa No fd 
ne 32s ‘© /°20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nuturé of Injury In Part 1 or Pert 11 of Item 18.) 
so St & | PRIMARY C} or CONTRIBUTING 6, 
ee 35 & | CAUSE OF DEATH. Walking to bathroom and fell to floor 
i 4 
SE BS 3 | 2c. TIME OF INJURY Month, Dey, Year | 20d. INIURY OCCURRED [206; PLACE OF Apna rm,| 20%. (city or town) (County) tate) 
£s & : r Yam. ac ores re g., atc, 
Sele \é Ser RKO 751 /65,, | ville, Not wnlex | Sp. St. Hosp. |Sykesville Carroll M 
— ao “ 4% 
to. os 21.1 Ae that | took charge of the remains described above, held an ae [_], Inspection f24, Inquiry (_], and In my opinion 
Sau ) 
o2283 death resulted from: Natural causes J Accldent L), Sulcide (J, Homicide [], Undetermined manner [_] 
Se58° CHIEF MEDICAL EXAMINER [_] 
PS aces Mp, ASSISTANT MEDICAL EXAMINER [_] ee 4a 
= i 0. a 
25 => DEPUTY me ieee L EXAMINER eS 
oO. © - 
EOsEas stheety city, tow, Sf 
HSssS= BURIAL, GREMATION, 235. DATE THEREOF Zac. NAME OF CEMETERY OR SanATORT Zad. LOCATION (City, town or county) (State) 
eestos NG REMOVAL tspecity |Auge 5th 65 |Cedar Hill Cemetery Suitlend, Maryland 
7 : 
; UNERAL DIRECTOR ‘I 61— Good Hope foad SE. 25a. ie BY REGISTRAR] 25D. REGISTRAR'S SIGNATURE 
ve i? iN fy ‘ Washington, DC. | onret 4 196 £e daylig 


ithin 24 hours after 
led in by the funeral 


hours after death. 
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ian and complet 
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ding physi 
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R ATTENDING PHYSICIAN: 


Pa 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPIT, 
death. 
TO FUNE! 


YR AIS (4) 
15M 7/61+ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10524 CERTIFICATE OF DEATH 13890 


1. PLACE Cs DEATH ts : 2. USUAL RESIDENCE (Whare daceasad lived, Il institution: Residence befora admission} 
SIEOINT .s b. COUNTY 
ee ope MARYLAND ryla arroll 
b. CITY OR TOWN {if outside corporate timits, c, LENGTH OF STAYIN 1b || ¢. CITY OR TOWN (If outside corporate limits, write URAL and give neerest town) 
write RURAL and give neerest town) 


t. 2, Westminster since 1921 1 Bt, 2, westminster 


@. NAME OF HOSPITAL OR INSTITUTION {it not in hospital, give straet address) , d. STREET ADDRESS > IS RESIDENCE 
! ON A FARM? 


—— no] 


. NAME OF irs Middle last . DATE th Day Yea 


DECEASED oF 
{Type ot print) Hamilton Arbau Wwe 27 DAE 


a — _ = LUE — 
3. SEX ; RACE) 7, MARRIED EE] NEVER MARRIEO [_] | & DATE OF BIR ” AGE (In years | iF UNDER 1 YEAR| IF UNDER 24 


last birthday) |fonthe] Days 
M wow []  oivoreo[]| Sept. 5, 1873 ok ga Wels 


10a. USUAL OCCUPATION (Give kind of work — | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or loreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even it retired) U Ss A 
S.A, 


__ farmer Carroll Co., Maryland 
13, FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


John Arbaugh | Deliah Taylor 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Address 


(Yes, no, or unkown) BYVEES Une Lor dsietcrssiy ree) 
(Mrs. Nogh H. Arbaugh same 


‘18, CAUSE OF DEATH [Enter only one cause for aoa tb), pe, WTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (a). z Bac — 
Goo] DUE TO * Z, 
Conditions, if eny, whieh -C A ad and 


gave rise to immediete cause 
{a}, steting the underlying DUETO 
couse last. te) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART le] 19, WAS AUTOPSY 


PERFORMED? 
ves [] NO ce 


208. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) 
OP CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Dey, Year] 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 201. (City or town) (County) ~ (Stete) 
Hour eth: While __Not White lectory, street, office bldg., etc.) | 
pant 19 at work [] at work ! 
. | certify that (this eypr: attended the deceased from. 19 mE 4 (f,., that 10) (we) last 
Pe) 


saw the de 5 ly alive o v1 and thét death occured at. AM, from the causes and on the date stated above. 


| 22e. SIGNAT| Ay 22b. DATE 
Liles SIGNED 


x DIRECTOR oO pis. 


226. PHYSICIAN® i a = Bee eG Mes a La 
NAME (Type) ; Wi, a 
I Dona Mere L s : 


MEDICAL CERTIFICATION 


238. BURIAL, CREMATION, 23b. DATE THEREOF "236. "NAME OF CEMETERY OR “CREMATORY = 73d, “LOCATION. (city, , town or SaUnh) ~[Staia) 


ae a 8/23/65. |Meadow Branch Cemetery Westminster RD, Maryland 


‘24 FUNER, W'S Hagete S SIGNATURE : Yiu Le Ped anh chs 65S” JRrerbis Nags 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


Page 4 may be retained by the hospital or attending physician. 


fter death. 


thin 24 hours ai 


and completely filled in by the funeral 
ée remove carbon papers. Pages 1 and 
, and In any event, within 72 hours after de: 
Pas 


wi 


VR A15 (4) 
15M 4-64 


ook 


ec 


ned by the attending 
-transit permit. The 


After this certificate has been sig 


led with the State Dept. of Health prior to burlal, cremation, or removal 


director, page 3 should be detached for use as the bur! 


TO FUNERAL DIRECTOR: 
should be fi 


per 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, O04 


10525 CERTIFICATE OF DEATH 3894 
1 ee ie 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
Carroll aa Se Raaey eh » COUNTY Carroll 


b. CITY OR TOWN (if outside corporate limits, 


¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, wrlte RURAL end give nearest town) 
write RURAL and glve nearest town) 


Rural X Rural Westminster ‘ 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS: e Lowery 
Westminster, Md. #3. io. Ds BE ves] nd] 
3. NAME OF First Middle Last 4. DATE Month Oay Year 
DECEASED OF 
(ype or print) Ella Susan Bachman | fm August 19 6 
5 SEX 6. COLOR OR RACE | 7, MaRRrED [~] NEVER MARRIED[]| & DATE OF BIRTH 9. AGE (In. years] FUNDER 1 YEAR |IF UNDER 24HRS, 
Irthday) (Months | D: cr Min. 
F. We wioowene] —_ivorcen | 9/20/1888 “3 be {lneoe| Seite. «ee 


10a. USUAL OCCUPATION pee kind ofworkdone| 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of aus i He even If retired) INDUSTRY COUNTRY, 


Housewif Carroll Co., Md. U.5.4, 
13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
Henry Wentz Ellen Reinecker 


15. WAS DECEASED EVER INU.S. ARMED FORCES? 


U 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (If yes ive war or dates of service) 


17, INFORMANT Address 


No,___| f 3 

18. CAUSE OF DEATH [Enter only one cause ,Per line for (@), (b), ang-(c).. INTERVAL BETWEEN 

PART I. OEATH WAS CAUSED BY: 7 i eee! 

IMMEDIATE CAUSE (a). 

aN DUE TO 

Conditions, If any, which 0) 
gave rise to Immediate 

cause (a), stating the ¢ DUE TO 

underlying cause last. (o). 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONDITION GIVEN IN PART 1(a) 


‘9, WAS AUTOPSY — 
PERFORMED? 


yves[] NO] 


20a, ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year 


20d. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1! of Item 18.) 


Vee 


20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, 
Hour a.m, While Not While factory, street, office bldg.. etc.) 


p.m. 19 at work |_| at work o— 


21. | certify that (I) (this hospital) attended the deceased from pg 2H, , 19. , that (I) (we) last 
saw the deceased alive o1 9, , and that death occurred at/ LM, from the causes and on the date stated above. 


Da. pad 23), DATE SIGNED 
ATTENOING oe D. STAFF 
M.D. PHYS. bintotor C] pays. Ct 
2a. PHYSICIAN’ ei 


20%. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


22d. ADDRESS 
NAME (Type) 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or any (State) 
REMOVAL (Specify) fal 


St. Bartholomews Hanover, Pa.R ork C 


ADDRESS: 25a. REC'D BY REGISTRAR th RSTn ‘S SIGNATURE 
man ji 
md 11 1965 Po ic ae 


24. FUNERAL DIRECTOR. 


re erick juche 2 


Frederick gst,, 


> 
. 


—" 
oath” 
— 


filled in by the funeral 
papers. Pages 1 a 
ithin 72 hours after d 


etely 


lease remove carbon 


and In arly event, 


ermit. Then P 
cremation, or removal, 


-transit p 


s 


TO HOSPITAL GR ATTENDING PHYSICIAN: The ‘aw requires that the death certificate be executed within < hours after death. 
certificate has been signed by the attending physician and 


Sa 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 3892 
1. a ee 6 41 2 a (Where deceased tise id eee Residence ok ra 
: MARYLAND Maryland Balto.City 


b. CITY OR TOWN (If outside cor] Te limits, ¢c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, wrlte RURAL and give nearest town) 


write RURAL and give nearest town, 


Sykesville lyr ehda Baltimore 3a0/-4 
da. IEE OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) |/ d. STREE e. Loe 
Springfield State Hospital 3013 Harlem Ave. vest wok 
3. NAME OF First Middle Last 4. DATE Mgpth ay 
DECEASED 
one or print) James Henry Bethea | DEATH 8 ub & 
TDS 6. COLOR OR RACE | 7, maRRIEO [>} NEVER MARRIED [] 


512929" 


Tl. BIRTHPLACE (County & State, or foreign country) 
North éarolina 
13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
Lester Bethea | Margaret Tyson 


15. WAS DECEASED EVER IN U.S. ARMEO FORCES? 


“Yes or unkown) "35: SOGHIT: of service) 


9. AGE (In Reels 
. birthday) 
yrs. 


IF UNOER 1 YEAR|IF UNOER 24 HRS. 
eo Days | Hours | Min. 


e Negro wipowed [-] —_ivorceo [7] 


acne Poa ee ileal (Give kind of workdone| 20D. KINO OF BUSINESS OR 
orking IIfe, even If retired) INDUSTRY 


12, CITIZEN OF WHAT 


™G Sede 


16. SOCIALSECU! 0. 


22 9 =30—Lah 


17. INFORMANT 


Springfield Hosp. Records, > s Sykesville, Md. 


18. CAUSE OF DEATH [Enter only one cause per line ae ON] (b), and (c) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSEO BY; arein ent lung with metastasis to brain HSeLey DEATH 
3 IMMEDIATE CAUSE (a). = 
\ buETO Bilateral bronchopneumonia Days 


Conditions, if any, which (b). 
gave rise to Immediate 

cause (a), stating the ( DUE TO 
underlying cause last, 


PART Il. OTHER SUFI EANTOD iil aoe EATH BUT NOTRE as MIDAL DISEQSECONOWIONG|VENJNPARTJ(a) 19. WAS AUTOPSY 
Chr. soi sip Syasrope SaeEae wae co sive dhgorder Without i PERFORMEO? 
Ghegokc. ne ph Ce arano sonal yes [no [] 


20a. ACCIDENT WAS bal ital’ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 
OR CONTRIBUTING (4 CAUSE O! 
(IF EITHER, NOTII IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 


Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work] at work [1] 


21. | certify that (1) (this hospitgl) attended the deceased from to. 19____, that (I) (we) last 
saw the decpased alive on. Sil 19___, and that death occurred 82308, from the causes and on the date stated above. 


ig. SIGNAT 225. DATE SIGNED 
D MED. STAFF 
D+. ee, BSNS 7 DinccTOR S. 8-15-65 
Za. PHYSICIAN'S See 22d. AODRESS gpringtietd S 
Antonis G. Mf. 


NAME (Type) 
ykesville, Maryland 4 
2a. rer PRENMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ec | 
Baeeet Sree | 810. 66 Baltimore National Baltimore, Maryland 


24, FUNERAL DIRECTOR ADDRESS 
Chatles R. Law 802 Madison Ave., Balto., 


25a. REC'D BY REGISTRAR 


ovfelJG 1.6 1965 


25b. REGISTRAR’S SIGNATURE 


fohsanilig \eactgen 


in by the funeral 
Pages 1 and 


in 
within 72 hours after de 


lease remove carbon papers. 


I 
ead in gy 


Then 


|, cremation, or removal 


-transit permit. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


should be filed with the State Dept. of Health prior to bu 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 8 hours after death. 
director, page 3 should be detached for use as the bu 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
~ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Oo” CERTIFICATE OF DEATH {3893 


1, eooaan DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: nae before admission) 


a. STATE b. COUNTY 
MARYLAND. 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TD' f dutside cor] ite limits, write ‘AL’and give st town) 
, write a and give, ys town) a = F oy 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give 4 address) || d. “SIREET weg e ee 
x / 
|__ 40 4/ Wprgarategeer KY. bait al Ze ves] old 


| 3. NAME OF First Middle 4, DATE Month Day Year 


BB ALE Florece BE Tyee fom 6 al wos 
f 6. COLOR OR RACE | 7, MaRRIED PY NEVER MARRIED [_] | &, DATE OF rea 9. ee TFUNDER 1 YEAR IF UNDER 24HRS. 


Months | Dé Hi Min. 
WIDOWED [~] DIvoRCED [_] te SS /8§ " yrs. caine) Care| es | i 
& 


| USUAL OCCUPATION (Give kind of workdone| 10b. ND ee Pogue OR 1. BIRTHPLACE (Cou State, cae country) 
rag most of working !ifeyeven If retlsed) 


12. CITIZEN OF WHAT 
«COUNTRY? 


EGE ER’S TEN AME 


INFDRMANT Leys 


5 ER IN 16. SOCIAL SECURITY ND, f 
aot 4/3 ~ 24 Linlé2n-&- YE ida 
18. CAUSE DF DEATH [Enter only one cause per line for Ea (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
ra LOSER, CEREGRAL Emaorus ehouss 
7 DUE TO , 
Conditions, If any, which o a Dec. LRT, 1 / fo 


gave rise to Immediate hare 
cause (a), stating the ° 3 a 
underlying cause last. ©. L772. TELIOSCLELOTIC HEP RT. DsKcAsE Yeas 


3 PART II. OTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) | 19. WAS AUTOPSY 
= ———— 

s ves] No [py 
= 

= | 20a, ACCIDENT WAS Oa Ae 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 

fi] OR CONTRIBUTING [(} CAUSE OF DI 

© | (IF EITHER, NOTI JEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m, While Not While factory, street, office bidg., etc.) 

G 

= Rul 19 at work at work | 


21. I certify that (I) (this hospital) attended the deceased from. J. , 19 4357 to _—__—, 19___, that (I) (we) last 
saw the deceased alive o 1925S, and that death pccurred at Ze M, from the causes and pn the date stated above. 
22a. Ar |"2 2a. DATE SIGNE 
I ee A wo SEM Ty Hero OME | P/2a/es— 
wor SICIAN’S: % 22d. ADDRESS 
NAME (Type) 


23a. BURI CREMATION, 23. Dy is ee F 23c, NAME OF Ge) OR CREMATORY 
‘MOVAL (Specify) 

24. -EUN 4 iL DIRECTOR Lett iveerte 258. 

: DA 


23d. LOCATION (City, town or county) (State) 


’D BY REGISTRAR 


UG 25 1965 


25b. REGISTRAWS SIGNATUR 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


letely filled in by the fungsa 
bon papers. Pages 1 a 
, within 72 hours after d 


and in al 


transit permit. Then please rel 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a! 


director, page 3 should be detached for use as the bu 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISIQN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 13894 


ie as OF OEATH 2. USUAL RESIOENCE (Where deceased lived, If Institution: aes before admission) 
serern a. STATE b. COUNTY 


oR aa a 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR IN (if outside corporate limits, write ‘and give nearest town) 


write RURAL foot glve nearest town) 


- 2 mos. 2 dys. Walkersville fe Xx 
aN IF fos? ITAL OR INSTITUTION (if not In hospltal, give street address) || d. STREET ADORESS 8. Ke RESIOERCe 
i 6. Mai ves[] nok) 
3. NAME OF First Middle Last 4. OATE Month Oay Year 
DECEASED OF 
(ype or print) Frank Earl Brengle beatH = August _ 37. 19 6 
5. SEX 6. COLOR OR RACE 7, MARRIED fi] NEVER MARRIED [] | ® OATE OF BIRTH 9. AGE Ties TFUNOER 1 YEAR|IFUNOER 24 HRS. 
last bl te Months] Oays | Hours | Min. 
Male White WIOOWED [] olvoRceED {_] IO = 


IL. BIRTHPLACE (County & State, or foreign Soy) 


12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 


Maryland LSA 
14, MOTHER’S MAIOEN NAME 


INFORMANT 


10a. USUAL OCCUPATION (Glve kind of work done} 10b. KIND OF BUSINESS OR 
INDUSTRY 


er 


Mail Garri 
13. FATHER'S NAME 


15. WAS DECEASEO EVER INU.S. ARMEO FORCES? | 16. SOCIALSECURITYNO. | 17. Address 
(Yes, no, or unkown) gts ori 


217=26—T0h | Springfield St, Hosp, Records 
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c).] AREY Ae DeaTAy 
PART I. DEATH WAS CAUSE BY: j 
; IMMEOIATE CAUSE a) Ae veriosclerotic cardiovascular disease years 
7 / DUE TO 
Conditions, If any, which © 
gave rise to Immediate 
cause (a), stating the ( OUETO 
underlying cause last. o) 
Fs PARE. OTHERSIGN|FICANT CONDITIONS CONTRIBUTINGTO OEATH BULNOT RELATED TO THE TERMINAL DISEASECONDITIGNGIVEN INPART 1) 19. WAS AUTOPSY 
& ronic brain syn Fore -assverated: circulatory ance other pss tags 
s ves [] Not] 
= 
i 20a. ACCIOENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1 of Item 18) 
& | OR CONTRIBUTING [4 CAUSE OF DEATH ‘ me 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm,| 20%. (Clty or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 
FF] 
= Aud 19 at work L_} at work 
21, | certify that (I) (this hospital atiended the deceased from_O=29=05 _ 19__, to 19____., that (1) (we) last 
saw the deceased alive on. 19____, and that death occurred “onda from the causes and on the date stated above. 
22a. S nai bP, | 22b. DATE SIGNEO 
SONS. 
ib (1 Bittctor C Bays 4 8-31-65 
2c, PHYSICIAN'S pay ‘ADDRESS 
NAME (Type) = “Springfield State Hospital 


Octavio A, Ruiz, M.D, 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 
yore a (Specl 


weed | Tf 8/65 nt 


wx OIREGTOR i ita: 


23. nO Lp CEMETERY OR Bits | 23d. LOCATION (city, town or county) (State) 
D 


4 


jours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ' 


2 
9: 
a4 
=I 
= 
= 
= 
a 
2 
3 
6 
@ 
4 
Cy 
@ 
2 
2 
4 
3 
3 
= 
:= 
o 
So 
= 
= 
3 
o 
3 
2 
= 
= 
~ 

3: 
*S 
= 


ppletely filled in by the funeral —* 


carbon papers. Pages 1 


ay 


lease 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


transit permit. Then 


ires 
ial 


or attending physician. 
After this certificate has been signed by the attending physisian 


Page 4 may be retained by the hosp! 
director, page 3 should be detached for use as the buri 


TO FUNERAL DIRECTOR 


VR A15 (4) 
15M 4-64 


évent, within 72 hours after A 


f 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10528 CERTIFICATE OF DEATH 13895 


a EAE Oe DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a 


Carroll esyeane & STATEMaryland b. COUNTY Carroll 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporete Ilmlts, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Westminster RD #6 31 yrs AWestminster RD #6 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. pag ke 
/ 


U yes] _no fy) 


3. NAME DF First Middle Last 4, DATE Month Day Yeer 
DECEASED 


(Type or print) FANNIE MAE BROWN bert August — 4 19 65 


5, SEX  CDLDR OR RACE | 7, jARRIED [-] NEVER MARRIED [-] | & DATE OF BIRTH 9. ARE in eas] IFONDER 1 YEAR [FUNDER 24S 
i > jonths ys ys 
female white wiDoweD £] oworceo(]| May 12, 1876 |89 ral 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WRAT 
during most of working life, even If retired) INDUSTRY OUNTRY? 


housewife Carroll Co., Maryland Boe Ais 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
George W. Hymiller Eliza J. Stonesifer 


15, WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service, 


ca ce 2 /3-<f-O724Nrs. William S. Hoff same 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), end (c). INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (a). 


4 ) 

7c 
Conditions, If any, which 
gave rise to immediate 
cause (a), stating the 
underlylng cause last. 


(eo). 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 
20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of injury in Part | or Part 11 of Item 18.) 

DR CDNTRIBUTING [] CAUSE OF DEATH 


PERFORMED? 
ves {-] NO 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ] 20. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (Stete) 
Hour a.m. while factory, street, office bidg., etc.) 


Not White 

p.m, 19 at work oO at work im} 
21. | certify that (1) (this hospital) attended the deceased from. that (I) (we) tast 
saw the deceased alive oi eb, it death occurred a ses and on the date stated above. 


ke DATE SIGNED 
ATTENDING MED. STAFF C 5 
M.o._ PHYS. pirector (] Pays. C1} 


22c. PHYSICIAN'S 22d. ADDRE: 


mane) E Reese \AL \ Kens 


23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State 
REMQUAL (Specit 


urla 8/6/65 St. Mary's Cemetery Silver Run, Maryland 
24. FUNERAL DIRECTOR e ADORESS 5a. REC’O BY REGISTRAR | 25b. tabs IGNATURE 
wenely. 77, |oMUG 6 1965 4 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


7 CMAh__10530 CERTIFICATE OF DEATH 13896 


a PLACE OF DEATH . dl 2. bien ay, (Where deceased lived, If institutlon: Residence before admission) 
@, COUNTY f i: , b. COUNT } 


“aes he MARYLAND 
b. CITY OR TOWN (if outside corporate limits, | ¢. LENGTH OF STAY IN Ib ||* “c. a oR TOW Ce Outside corporate limits, write RURAL end give nearesl town) 
write RURAL and give néares! towel | 


ea 1S % AA anthitgr. of 
d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddfess) d. STREET ADDRESS . arg 


japers. Pages 1 and 2 sh 


pletely filled in by the funeral 
72 hours after death. 


ae 
i 


X ! 
e “(30 NAME OF “First ~~ Middle 4. DATE Month 
DECEASED j= , : a. OF 
int) nae EA 
{Type er pein) CANC [EF ti DEATH 


i 
| 8. DATE Leas ta 


5. SEX 


Moke 


6. COLOR OR RACE 


W het 


9. AGE {In years 
fest Ti 


BIRTHRUACE IS LIGA TL oF foreign 7 


7. MARRIED [—] NEVER MARRIED [-] 


Months | 
wipoweD [}-~  ivorcep [[] 


and 


& ve: USUAL OCCUPATION (Give kind of work 1Ob. KIND OF BUSINESS OR INDUSTRY 12, CITIZEN OF WHAT COUNTRY? 
'S luring most of working life, even if retired) k =, 
Z ep a, 
BRE |Z Zabopen "| oman foer | nt ges | bse» Slain 2 
13, FATHER'S NAME 14. oIsees “MAIDEN NAME 


ing p 


AW pf Sh Car erm 


as fu Ay wi 


The law requires that the death certificate be executed within 24 hours after 


ES 
A 
38 
HB 
ies 
gs 
8 
eo 
Eo5 
sg * 15. "WAS DECEASED EVGR'IN US. ARMED FORCES? 1 16. _ SOCIAL SECURITY NO,| 17, INFORMANT Address 
ZL2u ‘as.{fio, or unkown) es givewarordalesofservics) 4 
i= 
ye Le 2) 3 2b Bz" /} panel Paya | » AA weh rit erg 
e3e § 18. CAUSE OF DEATH [Enter only one caure per line for (e), (bj, end (e).] mam Le aint 7 “7 INTERVAL BETWEEN 
S255 PART |. DEATH WAS CAUSED BY: ‘a ‘ a i f by ti betaine 
a3 ay IMMEDIATE CAUSE (0)__ CAhAte tte Ata i —— 
AetS f 
4529 DUE TO t 4 
3 he An 
fcse CEaditont Kinny, yikes G EE oe Cin Varak rate’ 
$52 hei = A= 
23685 gava rise to immediate cause 
is: 5— (a), stating the underlying (| PUETO Vee 
ers. avre lest © 
a. 2+ 3 iz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
=SPS540 2 = a PERFORMED? 
Sete, Is ful [vs [1] No 
gg B52 & © | 20a, ACCIDENT WAS UNDERLYING [} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
2] @ one & | OR CONTRIBUTING L] CAUSE OF DEATH 
aezrs G [UF EITHER, NOTIFY MEDICAL EXAMINER) 
OBs 23 = |20c. TIME OF INJURY Month, Day, Yeer ) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm,” 20. (City or town} (County) SSCS) 
Bye 8 ral Hour a.m. While Not While factory, street, office bldg., ete.} | 
e 2 ae 2 3 19 21 work at work 1 
A Be 
= a 
e088 2. 1 cer this hospital) attended pA deceased from... ae a cr ee secsssnneeeeeep T9uccecy that (I) (we) last 
mB ZUZ © saw the deceased A on. oe .. and that death otcurred ae) PM from aoe causes and on the date stated above. 
rd 
6 etd aft. wie? A a ATTENDING MED. STAFF 22, SIGNED 
EAx oe oa, . /, SIGNED 
& ae og , = ste mo. | PHYS. [2 birector [] pHvs. [] SIML6S 
Ss] a8 DE 2c, PHYSICIAN” oe ¥ o 22d, ADDRESS 4 
Bee Os NAME (Type! Pe rd y h Le = 
a iW o 
a" Zeg 0! MM : A £ Ve, eS seen 
G2 Roe Bie, BURIAL CREMATION, | 23b. DATE THEREOF aor ‘OF CEMETERY OR CRi lee 23d, LOCATION is fown of county) {(Stote) 
her 3 REMOVAL (Specify) ‘ j 
fepslels ip Lh pork Zz 


a! . b G 
VR AIS (4) Ye 4 De oft} G 6 1965 
20M S-63 pet 4 d =A f 
Y 


a ee ee a —— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND — 


10034 CERTIFICATE OF DEAT i 3897 
1. kh od a id : 


(Where deceased lived, If institutton: Residence before admission) 
Carroll MARYLAND 


b. CITY DR TOWN (If outside cor, pera timits, ¢. LENGTH DF STAY IN 1b 


3 Al 
a, STATE b. COUNTY 


and Gity 
c. CITY DR yaa (If outside corporate limits, write RURAL and give nearest town) 


in g hours after death. 


pletely filled in by the funeral 


3 
ag 
ails 
Ss 
aS 
oo 
oP write RURAL and_glve nearest town: ‘ 
“3 Sykesville 20 days Baltimore 8 
ea NAME DF HOSPITAL DR INSTITUTION (If not tn hospital, give street address) || d. STREET ADDRESS 0. TS RESIDENCE 
sx. 
as | Springfield State Hospital 3749 Beech Avenue ves] nofot 
= aed 3. NAME OF First Middle Last 4. DATE Month Day ‘Year 
= 
= 2 DECEASED 
a S= (ype or print) EDGAR CARROLL CALLAHAN DEATH AUGUST 2 1965 
s (aeY 5. SEX 6. COLOR OR RACE %_ DATE OF BIRTH 9, AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS, 
3 €3: al Neh ST SEINE i ne fast birthaay) Months | Days | Hours | Min. 
3 \Ees Male White wippweED [7] DIVORCED {~] #9-1889 y 
Py ee 10a, USUAL DOCUPATION (Give kind of work done| 10b. KIND DF BUSINESS DR Tl, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2 sey during most of working tife, even If retired) INDUSTRY COUNTRY? 
= S38e 
@ Ga" > |, Dockineer ryland UsSehe 
SB Eos 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 3 
gS Geb 
= 2° + 
= Bee John Henry Callahan ra MoGarriek McGarigle 
So 2° 15. WAS DECEASED tf INU:S.ARMED FORCES? | 16. SOCIAL SECURITYND. | 17. woe ‘Address 
= 226 (Yes, no, or unkown) | (If yes give war or dates of service) 
& Teo 2 
§ ©Ee Yes WeW. 1 13-05-6391 |Records, Springfield State Hospital 
- Se “= 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] (a 
5 22es PART I. DEATH WAS CAUSED BY: 4 
BS uSS : IMMEDIATE CAUSE (a) x |week 
33 Bs a, or til DUE TD 
se “BS Conditions, if any, which (b) 
By Soe gave rise to Immediate BuEa0 
oF 2st cause (a), statIng the 
a = 28 undertying cause last, () 
SE25 = & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUTNOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(a) |19. WAS AUTOPSY 
ee o8 i ee 
ESers Is ves (| No [7] 
22 See = 208, ACCIDENT WAS UNDERLYING [| 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part 1 or Part IT of Wtem 18:) 
a uo 
Sg 822 #5 | GE ETHER, NOTIEY MEDICAL EXAMINER) 
o 
Feess | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY DCCURRED 208, PLAGE OF TUURY (Home, farm] 20 (ity or towny County) Gtate) 
<— t 8 Hour a.m. White — Not While dt idles + 
Fy £38 Fy p.m. 19 at work{_] at work (_] 
53 2 2 21. | certify that (I) (this hospjtal) neue the deceased from. Liz0% 4 ia , 19___., that (I) (we) last 
ES Ses saw the deceased alive o1 ~2—6 9___, and that death occurred a {Nh the causes and on the date stated above. 
Senos oS oem G H) ATTENDING MED. STAFF ee 
apc 23 M4 dted EA mo. PHYS. _pirecror [1] PHYS. 8-2-65 
So 8! 22¢. PHYSICIAN'S 22d. ADDRESS Springfield State Hospital 
EE ey) NAME (1 Pp: g. SD: 
a- S52 ye) = Octavio A. Ru 
52 S5s Ruiz, My D. Sykesville, Maryland 
Eete 3 23a. * Rapa PREMATION,] 220. DATE THEREDE 23c. NAME DF CEMETERY DR CREMATORY 23d. LOCATION (City, town or county) (State) 
o-§otu4 (Speci 
i= 8/5/1965 | Baltimore National Baltimore, Md, 


= FUNERAL DIRECTOR ADDRESS 


25a. REC’D BY REGISTRAR | 25b. lol URE 
oe AUG 4 1965 bag Nege. 


VR A15 (4) of H.W.Jenkins & Sons Co, 905 York Rd, 
Bette —12j—ias 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


oh 


420 , 
= 12532 CERTIFICATE OF DEATH 13898 
2e8 1 i ae) ll 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
4 ; a, STATE b, COUNTY 
278 _ Carroll MARYLAND Maryland Carroll 
Tas b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
2S 2 Wer onan Ae hearest town) 3 Weel y 
= StUmL er NCCKS \ 
so 85 d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street eddress) || d. STREET ADDRESS é@, IS RESIDENCE 
2sr j ON A FARM? 
Ss . 1 

SBEC Carroll County General Hospital Gamber. vesfe)_nol) 
sss 3. NAME DF 
2 SE DECEASED First Middle Last 4, DATE Month Day Year 
ie ¢ (Type or print) Wilmer a ‘ DEATH g 19 

S 

= 5. SEX 6. COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED[] | 8 DATE OF BIRTH 9. AGE (It years | FUNDER 1 YEAR]IF UNDER Z4HRS. 


last day) 


z car! 


veces Months | Days | Hours | Min. 

Ze Male White WIDOWED [] vivorceof]| 4¥~410~18944 yrs, | 
‘= 10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2, ees of workjng Ilfe, even If retired) IDUSTRY_ . * UNTRY? 
235 arpenter uLllding Maryland i 

os 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

SS ri : 

=e Andrew J. Caltrider Ida Knight 

gies 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address 

es (Yes, Myer unkown) |(Ifyes give wargr dates of service) = " Z : 

A : Z 2/7 0s AMS Nir. Malvin Caltridek Gamber, Md. 

= 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] re a 

2 PART |. DEATH WAS CAUSED BY: 

£5 IMMEDIATE CAUSE (a). ee eae 


/ DUE TO 
Conditions, If any, which ). 
gave rise to Immediate 


cause (a), stating the DUE TO 
underlying cause last, (o). 


5 | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVENINPART 1(a) |19. WAS AUTOPSY 
2 SOUIRES TGIODEArH 
5\8 ves [] No [= 
= 
i | 20a. ACCIDENT WAS UNDERLYING A 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
£5] OR CONTRIBUTING |) CAUSE OF DEATH 
© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
| 20. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED ]20e, PLACE OF INJURY (Home, farm,| 20% (Clty or town) County) (State) 
= Hour a.m. factory, street, office bldg., etc.) 
a While — Not While 
= Bul 19 at work[_] at work | 
21. I certify that (1) (this hospital) attended the deceased from. 2 , 19. to. 2, 19GS_, that (t) (we) last 


saw the deceased alive on Bs 12, 19 and tiat death pccurred atlo SH, from the Causes and pn the date stated above. 


22a. SIGNATU! 22b. DATE SIGNED 
5. Hareb un MRO Are ME OL B/indew 

22c. PHYSICIAN'S 22d. ADDRESS = 

Mura JOH Ss. Maeswey al Gvekr Ah US patente 


28a. BURIAL, CREMATION, 23D. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOGATION (City, town or county) (State) 
Le pect : ; 
ria 8-15-65 Providence C Md. 
24, FUNERAL DIRECTOR zy ADDRESS 25a, REC'D BY REGISTRAR) 25D. REGISTRAR'S SIGNATURE 
+ Bee oak 4 
lowe Aa LC 1865 ge rey ‘fae 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys’ 


director, page 3 should be detached for use as the b 


2 @ \ 
TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


should be filed with the State Dept. of Health prior to burial 


\ 
NG 
R 
VR A15 (4) 1 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


22b, DATE SIGNED 
DIN MED. STAFF 

OPP heck mo. pare NS Bintotor C1 pave, 21 oa Lp boT 
PBYSICIAN’S 2ad. ADDRESS 
aME (P) Rebert M. Deeb, M.D. Sprine fi 


23a, BURIAL, Ptsmn | 23b. DATE THEREOF i 23c. NAME OF CEMETERY OR GREMATORY 


Cc. 


23d. LOCATION (City, town or county) (State) 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


— Qe 
ae 3 CERTIFICATE OF DEATH L989) 
Ss 
3 2es 1, be ade DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
<6 Soik a COUNK orreld, a. SFA b. couNTY 
Bee ie MARYLAND land arrell 
s = gs b. Canna (lf ep ey) Ae limits, c, LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporete limits, write RURAL end give nearest town) 
s 
g s“s syesva Tis Ll yr. 2 me. 2 da. Unien Bridge, Maryland BURAK 
r z £ x d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e paie Lealis 
ft = s = 
S =e j Springfield State Hespital ] —— vest] nol 
=£ 2 : 
= = 3. NAME OF First Middie Last 4 DATE Month Day ‘Year 
= (ype or print) Maurice Jeseph Clabaugh DEATH 8 3 19 6 
z 5. SEX 6. COLOR OR RACE | 7. maRRiED [] NEVER MARRIED[] | ® DATE OF BIRTH 3. -AGE (Tn years IE UNDERAYERR FUNDER ee: 
8 EEE Male White WIDOWED FC] oivorceo[]|_ 9-4=79 BS eet S| Mga Waal 
eo cle 10a, USUAL OCCUPATION (Give kind of work done) 10b. KIND DF BUSINESS DR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
ie gu during att of working Iife, even If retired) INDUSTRY : COUNTRY? 
©. Ben rarmer Farm Pennsylvania U.S.A. 
$s £¢¢ TS. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= = . 
ast Jeseph Clabaugh Blizabeth Heke 
S$ 2.5 15, WAS DECEASED EVER INU.S.ARMEDFDRCES? | 1p. SOCIAL SFCURITYNO. | 17. INFORMANT ‘Address 
s £e S LS hiss cea (7- ne OF3 s: a 
S 088 e Springfield State Hespital, Sykesville, Mdp_ 
> S28 18, CAUSE DF DEATH [Enter only one cause per IIne for (a), (b), and (c).] Nee ve tase 
cane PART |. DEATH WAS CAUSED BY: 
=se & 2 ; MEST RiGee) Cerenary ecclusien TnULes 
Sa / : 
baie bss RO} DUE TO 5 ‘ : 
g8o55 hoger lke Me __Arteriescleretic cardiegascular disease years 
S oo gs gave rise to Immediate 
35 332 cause (a), stating the ( DUE TO 
se eye = | underlying couse last, «___Chrenic cengestive heart failure years 
SEege & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART i(a) ]19. WAS. AUTDESY 
@, 225 es 3 . * : * 
eS 3 5s é Chrenic .brain syndreme asseciated with senile brain disease witheut ves [7] No £] 
eS Se = | 208, iN! 20b. DESCRIBE HOW INJURY 0 D. (Enter nat f TI of Item 18. 
Secs 3 GG ia INJURY OCCURRED. (Enter nature of Injury In Part | or Part em 18.) 
8522 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
28a = | 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED 206, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) Gtate) 
STse Is Hour a.m. Wai Nees factory, street, officebldg.,etc.) 
2 £85 = .m. 19 at work[_] at work | 
Biles 21. certify that (I) (this hospital) attended the deceased from_June 1 1991, to_ August 3, 19_45, that (I) (we) last 
g ees saw the deceased alive on. 19_-5" and that death occurred atZ244M, from the causes and on the date stated above. 
5s 
we = 
Sc 
3528 
e448 
= = 28 
tio 
o=oe 
srs 
oooG 
= 


REMOVAL (Specify) 5 5 
vRins bul 6~SF4 (Pz ChLEEK CAE Ra £4 
ek. DIRECTOR we é (1 i 25a, REC'D BY REGISTRAR 


2 cel, aner 2 
VR A15 (4) R bi Aartzler EP RS Lpuen Stidlge AUG 5 1965 ere Ge 


15M 4-64 


1 te . MARYLAND STATE DEPARTMENT OF HEALTH 
ivi DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
QO: 
= aoe 10534 CERTIFICATE OF DEATH 139G0 
3 228 PR yout 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admjésion) 
ta q a. STATE b. CDUNTY . é 
5 ofS Carroll MARYLAND firyland fa'timore City 
bie Sey os b. CITY OR TOWN (If outside corporate Iimits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
2 Bee write RURAL and give nearest town) 
a 2.8 Rural_-- Sykesville 38. 3m. 23d. Baltimore ZO0Ol.4 
y x ein d. NAME OF HOSPITAL DR INSTITUTION (if not in hospltal, give street address) || 4. STREET ADDRESS = 6. TS RESIDENCE 
=o 4 . 
= 583 /4|\___Springfield State Hospital 3302 Hilton Street vesL) nok] 
= S55 3 NAME DF First Middle Last 4. DATE Month Day ‘Year 
= sa = 
e a (Type or print) Clara Cohen DEATH 8 2 19 6' 
B & 5. SEX 6. COLOR OR RACE | 7, marRieD [-] NEVER MARRIED[-] | & OATE OF BIRTH 5, AGE (In years] IF UNDER 1 YEAR IF UNDER 24 HRS. 
3 tH WIDOWED fe] DIvoRcED {_] 1-05 "to. 5, hai am bas | oa 
2 &§a0 oy Whi 9-1-0 yrs. 
Ss tf. 10a. USUAL OCCUPATION (Glve kind of workdone| 10b. KIND DF BUSINESS DR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2 s ou during most of working life, even If retired) INDUSTRY COUNTRY? 
oe Boa Pactory Work Maryland U.S.A. 
3 = =e 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= wes 
5 5 Sarah Folks 
S eae 15. WAS DECEASED EVER INU,S. ARMED FORCES? | 16. SOGIALSECURITYNO. | 17. INFORMANT ‘Address 
= £= Ss Yes, no, or unkown) | (If yes glve war or dates of service) ‘ i ' , 
S 3ss Unk. Springfield Hospital Records, Sykesvilika ._ 
£85 18, CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 
£_2es PART |. DEATH WAS CAUSED BY: : PAs Teg! 
cas i : 
SSe88 IMMEDIATE tause (a)__Cardiac Failure Years 
£2 22— Fars f DI 
2 Sse f « UE TO : 
$a %33 CRUG ite o_Arteriosclerotic Cardiovascular Disease Years 
S imi 
ge 322 cause (a), stating the ( DUE TO 
252 ge 2 underlying cause last. (c) 
SEE oS -\|S | PARTI OTHER SIGNIFICANTCONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART1(@) 19. WAS AUTDPSY 
2. 23s Ole es Son ‘i 
E5328 2 hizophrenic reaction, hebephrenic type in a mental defective ves [] ND) 
22575 | 208, ACCIOENT WAS UNDERLYING) | 20b. “DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part It of Item 18.) = 
uo 
Be sen S| UE EITHER, NDTIFY MEDICAL EXAMINER) 
Beas 
=e 228 Fa 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
as Toe 3 Hour a.m. while Not While factory, street, office bidg., etc.) 
gzS28 ry pm. 19 at work [_]_at work 
53 <z 2 21. | certify that db (this hospital) attended the deceased fro | to. =6 719. that @5 (we) last 
Geese A 
ES See saw the deceased alive bi =2= 19_65 , and that death occurred at_O_A 4, from the causes and on the date stated above, 
it Poa 22a, SIGNAT > 226, DATE SIGNED 
EGE y) | 
Sze ATTENDING MED. STAFF 
@:: aes Mo Clk Yee gs Lobetl ‘mp. PHys. —f&]_pirector [1 prs. C1} 
Hees ee zad. AODRESSSpringfield State Hospital 
Efees / NAME (Type) a 7 
Zozse - 3 
=PRLS 
e 4 e Bua 


23a. BOOT een 23b. “OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION Aion oy cpt ) 
Linde the ¥/3 /e esse7W De enel | BATE: Xt pile 92 
2 'UNERAL DIRECTOR ADDRESS. 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S IGNATURE 
e _ 

Eeic, 210-2 £709 ad 2 wiidG 4 1965  foravles a 


VR A15 (4) cf 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH | 3909 


1. PLACE OF ry 2. USUAL RESIDENCE (Whare decaasad lived, If institution: Residance before admission) 
en COUN a, STATE COUNTY 
CARRO __ MARYLAND | Md. Carroll 
‘ b. CITY OR TOWN (if outside corporata limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN [If outsida corporata limils, writa RURAL end give nearast lown} 
U Ww tes A ue nearast town) ‘ ; 
5 STE le. Ripe ¥ Taneytown 
a Nez STF H Lute 4a Sle. fifnot in hospital, give strapt address) | d, STREET ADDRESS” “IS. RESIDENCE 
EA a 7 of (7, He 77/ ON A FARM? 
ob (REO. a “EMER, Os i A : ae __| ves] Not] 
a 3. NAM: First Last 4. pee Month Day Yaar J 
Rn DECEASED at a 
lypa or print) —_ PEK 
ge [teem INN Fosemary CPAw DER ¥ /¢ 6S 
= 5. SEX 6. COLOR OR RACE 8. eG A BIRTH 9. AGE (In yaars | IF UNDER 1 YEAR| IF UNDER 24 HRS, 


» MARRIED Oo NEVER MARRIED. last birthdey) 


F wipoweD [_} divorced [_} yes. 


10a, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR Pass 8/18/65. AZ & State, or foreign country) 


done during most of working life, aven if retirad) 
Count Ty MD. 


Sap Days 


Hours VB Min. 


12. CITIZEN OF WHAT pe 
NONE | NONE Carrol 


13. FATHER’S NAME ] 14. MOTHER'S MAIDEN NAME va . 


Az ROY 2 RAWDER la Bz 5) a he 


15. WAS DECEASE ER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


ee “Ne (Ifyas give warordatesofservica) NO NE lhe Ro Oy Tih W. ‘DE! R TA. NE =y 7 Wr ae a 


Then please remove cathon papers. Pages I\a 


be filed with the State Dept, of Health prior to burial, cremation, or removal, and in am evant, 


A Koy 


. | certify that (I) (this hospital) attended the deceased from.. rte COS 196. oe that (I) (we) last 


saw the deceased alive on. 


22a. ¥ HH. 


/22c, PHYSICIAN'S — 


Rai on Lp / M. =fepae ye - 0 | Rngten a. ee 


Ne 3 10... 


22b. DATE 


ATTENDING, MED. STAFF SIGNED 
yoo mp. | PHYS. JR] binecron [J PHvs. [] , 


re B. ARSE SE OF DEATH [ Tea only one cause per line for (a), [b), and te).] INTERVAL BETWEEN. 
gag PARTI. DEATH WAS CAUSED BY: Se v7. be oe ea 
ra ~ IMMEDIATE CAUSE (0) a og Poh Cee Ky L- dee Ceo Be PR AE 
Bae s ¥ 
ang f/ A DUE TO 
a o 
eck Conditions, if any, which () 
Pas gave rise to immadiate causa < = > 3 5| ie 
Pole {a}, steting the underlying ¢ DUE TO 
Se, cause last. te 
Sof Z|" PART, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(0)| 19. WAS AUTOPSY 
2 S| — = PERFO! Di 
a - 
g $ 2 | Yes [T no IE), 
3 | 208. ACCIDENT WAS UNDERLYING [J | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of liem 1B.) 
5 © | OR CONTRIBUTING L] CAUSE OF DEATH 
= & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
4 4 : <a 
2 & | 20c. TIME OF INJURY Month, Day, Yeer _) 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, | 20f. (City or lown) {County} (Siete) 
3 g iar a aes While ___Not While factory, streat, office bldg., etc.) | 
3 = as 9 at work at work ' 
2 
3 
° 
= 
5 
o 
o 
a 
a 
5 
4 
= 
3 


death. Page 4 may be retained by the hos 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


‘23a. BURIAL, te 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION ian: town or county) (State) 
REMOVAL (Speci 
| Burial WA Yes | CQgK lve F< 
C? ¢ R ADDRESS: eg oe 25e, REC’O BY REGISTRAR bi) oat A $ age 


MG 2 3 | 1965 |, 


VR AIS (4) 
20M 5-63 


Yenc Wa 


MARYLAND STATE DEPARTMENT OF HEALTH 
M DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, sh aie 


—s 


2s 10536 CERTIFICATE OF DEATH 1392 
fe sz 3 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Telenee before admlsslon) 
5 ss a, COUNTY 
See y a. STATE b. COUNTY 
= 228 Carroll MARYLANO Maryland Mont; 
Ss SEs b. CITY OR TOWN (If outside col reareia) Timits, ©. LENGTH OF STAY IN 1b || ¢. CITY OR fot (if outside corporate limits, write RURAL and give nearest town) 
2 BE 2 Rar al and prt eee at by 17a. . : 
See ary -- esville Me amascus 12 
2 3 aa @. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AODRESS 0, 1S RESIOENCE 
=a™ ,— 
het ing fieJd' State Hospital Ride: ves] nok 
c > 
= ¥ 3. WAME DF First Middle Last 4. DATE Month Day Year 
Z (lype or print) Mary ren Cusick DEATH 8 2 1965 
= 8 5. SEX 6. COLOR OR RACE | 7, MARRIEO [] NEVER MARRIEO[]| & OATE OF BIRTH 9, AGE (In years] IFUNOER 1 YEAR |IFUNDER 24 HRS. 
a a Byes last hirthday) Months varia Hours | Min. 
S §Es5 Female White WIDOWEO ££] oworceo[]| 1-13-76 a aie 
ete 10a, USUAL OCCUPATION (Give kind of work done| 10D, KINO OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) reo bai cau OF WHAT 
2.2 Sj during most of working life, even if retired) INDUSTRY 
2 e28 wi Ireland he 
2 B°3 13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
=e pee 'Sullivan Hannah Ryan 
2 ae Stephen H. 0 ya 
Sen 15. WAS OECEASEO EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. INFORMANT Address 
s gE Ss (Yes, no, or unkown) eer pe mree 
Sg 8 18. CAUSE DF OEATH [Enter only one cause per line for Qe yO). wal ‘ONSET AND a 
£.272 PART |. OEATH WAS CAUSED BY: w 
ae 58 sgh MMEDIATE CAUSE (a) ‘Cardiac Failure: | ears 
So So _- é ls. > eee 
$553 ag ALDEN a, ‘pel (0) Decubitus Ulcers Months 
Ears gave rise to Immediate 
ES 32 2 cause (a), stating the ( UE TO 
2 underlying cause last. 
z5 28 fet) Mh MM {c) _ 5 
c= 3 ict 5 PAR Su AS a ll eS COPED eT Meet ST NOTE RELATED TOUS TERMIRAL OISEAST GONOITION GIVER APART 102 19. WAS AUTOPSY 
2.235 plz ronic rain syndrome sen in disease 
E5scs8 Jis x yes[] No §] 
z= sez = 20: 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
satss & | OR CONTRIBUTING CAUSE OF D 
S83 S22 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
“ 
= 2 B28 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
eS ee 3 Hour a.m. While Not While factory, street, office bldg., etc.) 
Cy £238 = p.m. 19 at work] at work {_] 
S322 21. | certify that 39 (this ap eyearec ws aitended the deceased from 3-15-65 =2=_, 19 that 1 (we) last 
sfes5 
ESSss saw the deceased alive on__8=2—__1965_, and that death occurred tha a the causes and on the date stated above. 
iat SIGHATURE ~ : 226. OATE SIGNEO 
sees | |). Haus Scololib wo, REO" py YBa CLARE OH 3-2-65 
= 5 9 
Spee .0. : 
He2o PHYSICIAN'S 22d. ADDRESS q 5 5 
EEZ oe 4 = sig maa State Hospital 
=~ SxS [ NAME (39) Noises Sucholeiki, M.D. 2 ; 
@ og 
mat Ree 23a, BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ie LOCATION (City, town or county) (State) 
et ots REMOVAL (Specify) 


| Burial __ |Aug.5,1965 St. Raymonds Bronx, New York. 
24. FUNERAL OIRECTOR ‘AOORESS 25a. a BY REGISTRAR] 250. REGISTRAR'S SIGNATURE 
VR A15 (4) Olin L. Molesworth, Damascus, Md. 
15M 4-64 


i 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


» a af € 
3 10537 CERTIFICATE OF DEATH 13803 
= 

22 Ra 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
acc Gaiihahs a. STATE 4, b. COUNTY ‘ 

one Carroll Maryland Frederick 

2u2 MARYLAND. 

Fas 'b. CITY OR TOWN (if outside corporate Ilmits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bee write RURAL and give nearest town) 1 Se ~ 

= 3 Sykesville 4 _yrs/9 mos. Pt. of Rocks LOK =a 
gta ‘d. NAME OF HOSPITAL OR INSTITUTION (If not In hospltal, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
ee , 1 . 

=s5/4 |_Springfield State Hospital pana vest] noQd 
Css 3. NAME OF First Middle Last 4, DATE Month Day Year 

a DECEASED 4 OF 

4 (Type or print) Carrie uM. DAVIS DEATH August 1, 1965 

S 5. SEX 6. COLOR OR RACE | 7, MARRIED EX] NEVER MARRIED [_]| 8- DATE v4 BIRTH 5 AGE (in, ges TE ORDER aha pe Una 2th 
Be female white WIDOWED pivorceo((]| April’ ager Bl __yrs. 2 : 
mae 0a, USUAL OCCUPATION (Give kind of work done| 10D. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

3 8 during most of worklng life, even If retired) INDUSTRY COUNTRY? 

32 Fousework ——— Virginia U.S.A. 

He 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

5 

Ze John W. Bartlett Alice Compher 

z 15. WAS DECEASED EVER INU.S. ARMED FORCES? 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 

2 (Ves, ne, or unkown) | (If yes give war or dates of service! S snefield State E stall Re a 

= no en. None pringfie ate Hospita cords 

= 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] pt ie are 
> PART |. DEATH WAS CAUSED BY: : 

ee, » «IMMEDIATE CAUSE (a)__ Pneumonia days 

: / 

& Fk | DUE To ’ 

G Conditions, If any, which w__Uremia days 

ta gave rise to Immediate DUE To 

2 cause (a), stating the . r é . 

%, underlying cause last. «@__Arteriosclerotic cardio-vascular disease. years 

2 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(@) 19. WAS AUTOPSY 
2 

$ . 2 : .. * 

3 0 Schizophrenic reaction, hebephrenic type. ves} Nox] 


director, page 3 should be detached for use as the burial-transit permit. 


20a. ACCIDENT WAS UNDERLYING iat 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour While -— Not While factory, street, office bid 
19 at workL_] at work (_] 


21. | certify that (I) (this hospital) attended the deceased from_lO-7=23 19 __, to_f=1-65_ _, 19_, that (I) (we) last 


certi 


IS 


z 
= 
= 
=< 
2 
= 
e 
ce 
i 
o 
= 
= 
2. 
5 
a 
= 


saw the deceased alive on__8—1-65 __19 , and that death occurred at2_.. M, from the causes and on the date stated above. 
22a. SIGNATU 220. DATE SIGNED 
- D. TAFF 
a, 3 beneinty BIVSOING Micron C1 Pas. 8-1-65 
220. fd TSO 22d. ADDRESS Springfield State Hospital 


Antoinus Glahrs~y.D. Sykesville, Maryland 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any € 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within . hours after death. 
Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After th 


SS 24, FUNERAL DIRECTOR *Z- 77 me am ADDRESS Yee Doni e- 25a. REC'D BY REGISTRAR nfs feeds Ld 


wreak” | Auge yH1965 | Mt. Olivet, Cemetery Frederick-Md. 21701 __, 
Vi AB M.R.Etchison & Son Frederick, M@e21701|omAUG 4 


Jed in by the funeral 
fers. Pages L-a 


na 


: The law requires that the death certificate be executed within a hours after death. 
etely 
on 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


director, page 3 should be detached for use as the burial-transit permit. Then please rem, 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an' 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


DIVISION OF STATISTICAL RESEARCH AND 


MARYLAND STATE DEPARTMENT OF HEALTH 


ECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Fehst CERTIFICATE OF DEATH 220 
1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. CDUNTY a far b, COUNTY 
Carroll MARYLANO ryland Legany _ 
b. CITY OR TOWN (If outside cor, xporatay limits, «n LENGTH OF STAY IN 2b || c. ee OR Pan (If outside corporete limits, write RURAL end give nearest town) 
write RURAL and give neares - 
‘kesville mos 2Odys. Lonaconing 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS e elder 
Springfield State Hospital Jackson Street ves) nod 
3. NAME OF First Middie Last 4, DATE Month Day Year 
(Type or print) JAMES BISHOP DICK DEATH 19 
5. SEX 6. COLDR DR RACE | 7, MARRIED [aq] NEVER MARRIED . DATE DF BIRTH 9. AGE (In years | IF UNDER 1 YEAR [IF UNDER 24 HRS. 
O last birthday) [Months | Days | Hours | Min, 
Male White wiooweo [] DivoRceD ["] 8-17-1h yrs. 
1Da. USUAL OCCUPATION (Give kind of workdone) 10b, KIND DF BUSINESS OR TL, BIRTHPLACE (County & State, or forelyn country) | 22. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 
Laborer Unk. Maryland U.S.A. 


13. FATHER’S NAME 
James Russell Dick 


14. MOTHER’S MAIDEN NAME 
Bertha Bishop 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes vive war or dates of service) 


yes 195-46 


16. SOCIAL SECURITY 


21-07-3590 


ND. | 17. INFORMANT 


Records, Springfield State Hospital _ 


Address 


PART I. DEATH WAS CAUSED BY: 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 


INTERVAL BETWEEN 
ONSET AND DEATH 


saw w the deceased alive o1 


" IMMEDIATE CAUSE (a)_PUlmonary embolism Inu: 

- é DUE TO 

Conditions, If any, which Infected g nous decubitus ulcers 

gave rise to Immediate uy € angre 8 b ane 

cause (a), stating the DUE TO 

underlying cause last, (c). eee 
(| see Eee 
S| Pi OTHER SIG! Bice cone tien sco IPU NTE STE BUT NOT, TED TO THE TERM|NAL DIS ease: with INPARTi(a) |19. WAS AUTOPSY 
ms “Ghront =& ‘brain syn wien presente avaease Wwitl PERFORMED? 
s ic reaction, YES no (J 
= | 20a. ACCIDENT he’s UNOERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury In Part | or Part If of item 18.) 
& | OR CONTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
8 Hour a.m. while Not while factory, street, office bidg., etc.) 
= ps m. 19 at work] at work 


|__, that (I) (we) last 


pana that death occurred 3 FE the causes mae on the n the date stated above, 


22a, SIGNATURE 22b. DATE SIGNED 
wp. PAYS NS Cy Biaecror C] pave, [at| 8~2-65 
22c, PHYSICIAN’S 22d. ADDRESS 
NAVE?) © Octavio A. Ruiz, M. Spressitie State Hospital 
23a. REMOVAL Renee 23b. DATE THEREOF 23c. NAME DF CEMETERY OR CREMATDRY 23d. LOCATIDN (City, town or county) (State) 
Marys Cemeter Lonaconing, MD. 
24. ARBRE TROLS ARIES St, Ma ~ as REC’D BY REGISTRAR | 25b. Ba rane SIGNATURE 
GEORGE EICHHORN  LONACONING, MD. AUG 4 1965 pL onbse Nncege 


TO HOSPITAL OR ATTENDING PHYSICIAN 


\ 
& M 
: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, eet yy 


| 42538 CERTIFICATE OF DEATH (3905 


cers 


- 
228 1. PLACE DF DEATH “ 3 2. USUAL RESIDENCE (Where deceased lived, If institution: cae before admission) 
2s? SEEN, a. STATE : b. COUNTY CAF ol 
278 MARYLAND Leevlend amy Bifeo 
baled b, CITY OR 'N {if outside col porate limits, ¢. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If Outside corporate limits, write RURAL and give nearest town) 
BE 2 write RURAL and give nearest town) y C7. e 

5 
=,8 |A¢eg/ - Sestife 8M. 1704. Syresville 
mee d. NAME OF HOS! ITAL OR INSTITUTION (if not In hospli al, give street address) || d. STREET ADDRESS ®. 1S RESIDENCE 
sean. } ON A FARM? 
ef: | s|_S0ewGField S. Hospital ves} no 
Bes 


at 


3. Us First aaree . 4 pre Month Day Year 
(Type or print) COoNCETTA VR. Z Mh i / fey ey DEATH Ag 9 éS 
DAT! BIRTH 


5. SEX 6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED [] | ® 9.” AGE (in years [TFUNDER 1 YEAR F UNDER 24 ARS, 
/ last birthday) (Months | Days | Hours | Min. 
| Fema £5 War fe WwiDoweD P DivorceD (_] -/7- o/ yrs. 
10a. USUAL OCCUPATION (Give kind of workdone} 10b. KIND we poEIESs OR AL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTR' ¢ COUNTRY? - 
OUSEW (Xe. LTALY ALY USA 
13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
Wak s 
i LOMEN EO, Verzillr | Awetla Divino. 
7) 
(Yes ny or nnn) | ifyesuve var ordatesofserce)| 1°" SOCIATSECURITYNO. | 17. INFORMANT Waites SYRESV/TE 
Ne # < ‘ |6peewekreld Nesp. ReGCkdS. eet ia VLA 
18. CAUSE OF DEATH [Enter only one cause per line for (a), oN eT (c).J TONERS RHETT 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) MYO CPE O) Ac. Menee? wt Gebiaw 


/ DUE TD Sere 

Conditions, If any, whieh _ASCLY .D. 2 CVA. Fs VL 34 
gave rise to Immediate 

cause (a), stating the ith 1D 
underlying cause last. (0). 


& PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) |19. fib Eset 
= : : j ‘=! ' ’ 

510.4,S. wiln Cercber/ Aglaeiosclerosis = Psytwe, Tran »| xs] No 

= | 20a, ACCIDENT WAS Rees 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 

§ | OR CDNTRIBUTING (]j CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year } 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 

= 19 at work{_] at work (] 


, 1944, to. that (I) (we) last 
death occurred a , from the causes and on the date stated above. 
228. DATE SIGNED 


rp. BAYS NS > Biktctor PH BIS, pl J -25-G 5 
4, 


PA] certity that (I) (this hospital) attended "g ee peual fror 
L? “Z 


director, page 3 should be detached for use as the burial-transit permit. Then please remo 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and c 


| Za. ADDRESS 27 ME FIEId STAT, Ma Vee 
: = VP SELUE 
4 | 23a. REMOVAL Speci) | 23b, DATE THEREOF | 23c/ NAME OF F CEMETERY OR CREMATORY | 23d. LOCATION (City, town or Ate. (State) 
’ Ge 1-65 Baltimore (Cemeten one, Md. 
{| FONTeRAL BIRECTOR™ ADDRESS REC'D BY REGISTRAR] 25D. REGISTRAR’S SIGNATURE 


ait coe Weonind Yo Ruck Gnc Baltimore, Md. 


oar UG 3 ik polkenbes 


= 


and completely filled in by the funeral 
Bcarbon papers. Pages 1 and 
within 72 hours after dea 


Wan 
transit permit. Then please ren 
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or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physic! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 4 


director, page 3 should be detached for use as the buri 


Page 4 may be retained by the hosp 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
SION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


4 ¢ 
0540 CERTIFICATE OF DEATH 13806 
1, bese ea 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
o a. STATE b. COUNTY 
Carroll ita Maryland Allegany / 
b. ns TOWN iF suite cor} oe limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN ([f outside corporate limits, write RURAL end give nearest town) 
and give est town: 

Rura eee kedva ite ly. lm. 16a. Cumberland 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 4 8. PA ya 2 
Springfield State Hospital 103 Grand Avenue ves] nok] 


3. bene First Middle Last 4 ae Month Day Year 
(Type or print) Mary Susan Drake oearn 8 18 49 65 


Ys. SEX 6. GOLOR OR RACE] 7, maRRIED PC] NEVER MARRIED[]| & OATE OF BIRTH 3. AGE Fst rena oom IF UNDER 24 HRS. 


female white WIDOWED [7] pworcen[]| 5/8/88 May, ae swivel Days Dail Rae 


10a. USUAL OCCUPATION (Give kind of work done| 20b, KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


housewife West Virginia USA 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

George T. Plummer Golden ( CLece 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


no none Springfield Hospital records, Sykesville 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART J. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (2) Heart Failure ie as “it | Daye. = 


/ bu 
ih Sees as foronary Arteriosclerosis with Old cB eeisthen Years 


gave rise to Immediate >a “ie 
cause (a), stating the ( DUE TO 
underlying cause last. (c) 
PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT LEIS TO THE TERMINAL oa OT. SUNINEART Ta) |19. WAS AUTOPSY 
hronic, brain syndrome with cerebral arterioscleros wi PERFORMED? 
sychotic reaction. ves (NO [] 


20a, ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Pert {I of Item 18) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208, PLACE OF INJURY (Home,farm,| 20%. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work] at work 
21. | certify that) (this hospital) attended the deceased fro 1 7 19.65 _, that) (we) last 
saw the deceased alive on__8/18/ __1965_, and that death occurred a_i rom the causes and on the date stated above. 
22, SIGNATURE i ks 22b. DATE SIGNED 
aa , a D. 
<e es. Sey pA we me 9) ny, FRO BRcror Pave XD $(19/65. 
22¢. PHYSICIAN'S @ zad. ADDRESS ~Springfield State Hos. 
NAME (Type) RR, G. Lajonchere, M.D. | Sykesville, Maryland 


MEDICAL CERTIFICATION 


23a. REO, Gog | 23b. DATE 53) + PO NAME OF c.f y} CREMATORY | "Paap iorace 23d. LOCATION (City, town or county) (State) 


REMOV: er get 33/ je < 4 es BP . 
24. INERAL Mii lag 20. S 5a. REC'D Si REGISTRAR | 25b. team SIGNATURE 
ls ad A 
be ale RR Say On ce rae corbig edge 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
(vy 10541 CERTIFICATE OF DEATH 13907 


en 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 


Waryland OW rol] 


¢. CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give nearest town) 


c. LENGTH OF STAY IN Tb 


the funeral director, 


hours after death. Poge 4 


Rura. Westminster |5 years 27Rural - Westminster 
Ps d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS IS RESIDENCE 
\/ OR INSTITUTION / ON A FARM? 
é = X é yes] no 


3. 


DECCASED sing eases) lost Papere Month Year 
femem JESSE MAY’ EGA TE ee 


5. SEX 6. COLOR OR RACE |7. MARRIED FENEVER MARRIED [7] | 8 DATE OF BIRTH 9. AGE Uf years RIF UNDER 24 HRS. 
lost kafthdoy) Months} Days | Hours Min. 
Female W wipoweo [J pvoreo OO] |May 1, 1891 yt. 


Pages I and 2 shauld be filed with 


100. USUAL p eeriese| opie Kin kind of work done|10b. KIND OF Aid se OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during -mgst of working if retired) DA 
f LEEK \ Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Brummel Mary Smith 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


tex. 80. oF unknown) (UE yes. give wor oF dotes of service) 


Mr. George Ebaugh, Westminster, Md. 


OETA BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per tine for (0}, (b), ond (g 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o} 


| DuE TO 


Then please remave carban papers. 


Conditions, if ony, which 0) 
gove to immediote 
codse (0), stoting the under. Clee) 
lying couse lost. a 
es 


Pat Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}/19, 


200. ACCIDENT WAS UNDERLYING CJ] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, Cs, 120. Rares, (County) {Stote) 
foie’ 6a Wicie n.. Het miler foctory, street, office bldg., etc.) 
pom. jot work [7] of work t 
Ba A Ad that atreuged the deceased fram.___ 2 — ~ WAST ) _ 19425. that | last saw the deceased 
pales 2 8 tO) fa sex and that death accurred at. 106, Ey, fram the causes and on the date stated above. 
; ¢ ADDRESS (Street, city or town Atote) DATE SIGNED 
ACTUAL , 
SIGNATUR! £7 LU 4 


o LESE Whine. nea 4 LS OS, 
OCA Ae ee ee A 6 ee eee ee eee Sr ee ee eee 
720. BURIAL, ue ATION, | Bib. DATE THEREO DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. Gabe (City. town, or county) va? 
8-11-1965 Shiloh Cemetery Carroll Co., : 


23. nee DIRECTOR'S SIGNATURE ADDRESS ‘2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


vs Als 40 AN Tipton-Eline —_ Hampstead, Md. oAUG 11 1965) £ooorkes Jt 


PERFORMED? * 
yves(] Nog 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 
R: After this certificate has been signed by the attending physician and campletely filled 


he haspital ar attending physician. 


ry 


page 3 shauld be detached far use as the burial-transi! permit. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours = 


may be re 
TO FUNERAL 


es 1 and 


apers. Pa 


p 
h 


i physician and completely filled in by the funeral 
lease remove 


in 


l-transit permit. Then 


igned by the attend 


law requires that the death certificate be executed within é hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL OR ATTENDING PHYSICIAN: The 


director, p: 


VR A15 (4) 
15M 4-64 


in 72 hours after dea 


houtd be filed with the State Dept. of Health prior to burial, cremation, or removal, and in eny, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


4 } 
12542. CERTIFICATE OF DEATH 13908 
1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a, COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland Carrol) 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN ([f outside corporate limits, write RURAL and give nearest town) | 
write RURAL and give nearest town) 
Westminster 1 Day Manchester 
4, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
Carroll County General Hospital |Locust Street Extended ves(]_nof 
3. NAME DF FI 
Bebe rst Middle last 4, DATE Month Day ~~ 
(Type or print) Elien Alida _Engman ee g ‘a 19 6S 
5. SEX 5. COLOR OR RACE | 7, MARRIED [X] NEVER MARRIEO[]| ® DATE OF BIRTH 9. AGE (in years [IFUNDER 1 VEAR FUNDER 24FRS. 
F a c : last birthday) Months | Days | Hours | Min. 
emale aucasian | wipowep [] DivoRcED{_} V/. 2/1898 7_yrs. 
10a. USUAL OCCUPATION (Give Kind of work done) 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
Housewife Home Brookston, Pa. U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John N. Nelson Emma A. Anderson 
a Was ‘DECEASED EVER RINU.S, ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
M0, jive war or dates of service: 
No i. Saeicaety 174,-07-60Lh, Hugo G. Engman cust Street Extended 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: laa De pase st 
es IMMEDIATE GAUSE (a) OM RE (MOTTA TOSS sto 
A / DUE TD 
Conditions, If any, which » PREM O CRC NOM R OF RitHr BRépsT- BYES | 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. () 
& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART i(a) 19. WAS AUTDPSY 
s CONTRIBUTING TO DEATH 
S ves[] no LY 
= | 20a, ACCIDENT WAS UNDERLYING al 206. DESCRIBE HOW INJURY OCCURRED. (Entor nature of Injury In Part I or Part 11 of Item 18.) 
& | OR CONTRIBUTING [> CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a, Hour a.m, factory, street, office bldg., etc.) 
g while Not While 
= p.m. 19 at work L] at work oO 
21. | certify that (I) (this hospital) attended aie deceased from___ , 19S, to L , 19.25, that (I) (we) last 
saw the deceased alive o 19 5”, and that death occurred at 772 M, from the causes and on the date stated above. 
a re 22. DATE SIGNED 
A - ATTENDING MED. STAFF _ 
Sor” : pee ees wo, PHYS. Cl“ pirector C] pas. CI) &/7/6s 
2267 PHYSICIAN'S 22d. ADDRESS 
NAME (Type) < 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


REMOVAL (Specify) 


Burial 81/6 Manchester, Mary: 


‘land 
24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S,SIGNATUR' 
John E. Goff he, Z A Hampstead, Md. lag AUG 12 1965 foreyee 


ours after death. 


jon papers. Pages 1 and 


thin é h 


mpletely filled in by the funeral 


ysician a 
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TO HOSPITAL . ATTENDING PHYSICIAN: 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


gs CERTIFICATE OF DEATH 13909 
TH 2. USUAL RESIDENCE (Where deceased lived, if Institution: Residence before admission) 


Carroll wera || o"" Maryland — "°""™ Carroll 


1. CE D 
a. COUNTY 


b, CITY OR TOWN (If outside cor, ee limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (/f outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Westminster 2 Mo. Xx Rural Sykesville 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS Cy pede oS 


Carroll Co. General Hospital | R.D.#2 ves] no ft) 


3. NAME DF First M . 
Beene rs\ iddle Last 4. pare ped Day Year 


(Type or Print) MORLEY R. FARVER Beara 12 1965 


5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED[] | & DATE OF BIRTH s. is in years > ONDE VERE FUNDER 24 HRS, 


Male White WIDOWED [J pworceof]| July 10 1875 fot Monte pee ens eles 


10a. USUAL OCCUPATION (Give kind of work done| 10b. ND (ges OR 11. BIRTHPLACE (County & State, or foreign sell 12, al or: sac 
R' 


during most of working life, even If retired) 
Building Carroll Co. Md. “Ue 5a 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


John Thomas Farver Melisa Barnes 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17, INFORMANT Address 
(Yes, ne, or unkown) | (if yes pive war or dates of service) 


No 218-09-7867 Mrs Myrtle Haines Same as # 2 


18, CAUSE OF DEATH [Enter only one cause per Ilne for (a), (b), and (c).1 INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: Wawerte a GA ee tne ee ONE} rmIDeet 
watt a 
ey DUE TO 


Conditions, If any, which ©) CA Leet eae A bebbe~ 
gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. (©) 


PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TOTHE TERMINAL DISEASECONDITIONGIVENINPART 1(2) [19. WAS AUTOPSY 


YES a No [4~ 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part il of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour am, While 4 Not white factory, street, office bldg., etc.) 
p.m. 19 at work [_] at work 


21. | certify that (I) (this hospital) attended the ay from 19 Gu~ to. that (1) (we) last 
saw the deceased alive itn Bik ae € 5", and that death occurred a , from the causes and on the date stated above. 


Za. SIGNATU DATE SIGNED 
A. ATTENDING MED. STAFF 
J. fowk aus, AEOING More OO SRE OO] BK t fos 


22c. 22d. ADDRESS 
ia Jone HARSHEY (rt baat le) pitiinahe vod. 


23a. BURIAL, CREMATION, 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ad. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 


Ebenezer Cemetery Carroll Co. Md» g¢-—— 
24. FUNERAI CTOR ADDRESS e rf BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
C.M.Waltz Box 241 Sykesville, Md. ome fUG 17 ih (ae) g 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


e - aR 
—~ FOR su, 


4 2 On 
10544 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 13540 
HEALTH DEPT. i. ptace er peata 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before aginlssion) 
a. COUNTY 
" @. STATE b. COUNTY 
BES He Carroll MARYLAND Maryland Prince George's Co. 
S Ped at b. Sy eee ar acts, oar os limits, ¢. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
cs) : fv 
g22 5. Sykesville Bayts.2mos.18dys Beltsville wwe ye 
@:: 2 € d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street eddress) || d. STREET ADDRESS e. 1S RESIDENCE 
i=] E . 2 s 
ame sg Springfield State Hospital (unknown) [50 2S ves{] nok 
Sz, 22 3. NAME OF First Middie Last 4. DATE Month Day ‘Year 
ENE a ee (ype or print) LILLIE LEE FLETCHER DEATH 29 19 
=teeee 5. SEX 6. COLOR OR RACE) 7, MARRIED [-] NEVER MARRIED K] | 8 OATE OF BIRTH 9. AGE (in yeors |IF UNDER TY UNDER 24 HRS. 
eSBs =e . last birthday) Months | Days | Hours | Min. 
Ea n= emale White WIDOWED {] pivorced {] | 5-27-1898 67 yrs. 
sts Pe 0a, USUAL OCCUPATION (Givekind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
se = Se during most of working life, even If retired) INDUSTRY COUNTRY? 
£Su0 Ty (None) - Virginia U.SsAs 
S65 B38 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
al © or 
Pes 
2538 ov Charles D. Fletcher Nannie E. Wine 
S25 Ss 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT ‘Address 
eS ¥ = (Yes, no, or unkown) | (Ifyes give war or dates of service) 
ges £8 No - (None) Records, Spri i i a 
= a= gs 18. CAUSE OF DEATH [Enter only one cause per line for (a), (6), and (c).7 eee BETWEEN 
3 PART I. : 
225 85 Th DEAT MEDIATE cause (a) Acute pulmonary embolism mites 
25 55 Oh ¥ DUE TO 
ees we Conditions, If eny, which (0) 
282 56 gave rise to immediate { 
Zz os cause (a), stating the 
Sud oo. 
see on underlying cause last. (c) = 
% 26 3 & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASECONDITION GIVEN INPARTi(a) 19. WAS AUTOPSY 
e2 3 = <= 2 
Be: S2 2/8 Epilepsy - life YES ho [} 
cod Ean 3s < Patina lor CONTRIBUTING Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part il of Item 18.) 
Ss 2 
Seo ve fri 
Es w CAUSE OF DEATH 
228 3. = 3 
= oe 4 5 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
exe on Fy Hour a.m. 2 whl Not wile O factory, street, office bldg., etc.) 
ees ey = .m. at_wor' wor 
252 28 21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection [_], Inquiry [_], _ and in my opinion 
Pee * j 
eo era death resulted from: Natural causes [_], Accident Suicide ["], Homicide [_], Undetermined manner [_] 
= 
+5970 : CHIEF MEDICAL EXAMINER [7] 
ne g5s2 geval, 27. Ps(2 ON p, ASSISTANT MEDICAL EXAMINER [_] 22, DATE SIGHED 
=Eses Ss ae =| 
sos. C/ Lory DEPUTY MEDICAL EXAMINER Le Cr S 
S.. SB 5 EXAMINER'S, 5 
E oss Pa A. NAME (Type) Me. C. Porterfield,“M.D. Address (Street, city, town, or county) hed 
HSSs p= 230, BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stete) 
aor, 
Sasecs REMOVAL (Specify) 1/196 
tod = . 


24. Kitdtdrecton 2 Z, hg lincoln Comete ny. france Sb. Ri 1 County [dy 
aner E,Punphiey, Inc, 8434~Ga Ave, Sit,Spg.Mtd_|onSEP 3 1965 Sade 


. () 
VR A1SME i) 


3500 4-64 


Item#7Film#G370 11/1/65 MARYLAND STATE DEPARTMENT OF HEALTH 
pe DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
9 a} 4a 
10545 meen i) | 


oo, 


rc — 
s 2s 1, PLACE DF DEATH (Where deceased lived, if Institution: Resdence before admission) 
peo a. GOUNTY b. COUNTY, 
es . 
eae MARYLAND ¢ VaAden a 
bal ia b. CITY DR TOWN (if outside corporate li ¢. LENGTH OF STAY IN 1b b utside_ corporate Imits, write andgive hearst town) 
2 g RURAL and "(Wen town) y ee 
at 'k Ure. Q Smerthe _|\' fit 
no eo . NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) iP Sy ADDRESS. @. IS RESIDENCE 
San . 
Efe X lese Pll, am Dll. Lwsl] 10K 
BS s fenrcete First Middle Last 4. Bee nck, Year 
252 ype or print) Tehn Jacob ey bert Au i. 19 6S" 
2 q \} 5. SEX 6. COLOR OR RACE | 7, YARED FR NEVER Renee 8. or OF BIRTH 9. 3 AD e; ; TFUNDER R PEUNDER 24H. 
S$ me jonths | Days urs in. 
Bee / Male While. | wiowes Fy! 2°" piféicen ~I]7-IMo0o yrs. i | 


10a. USUAL OCCUPATIO) ae kind of work done 


during most of a» iH Sg If retired) 
3. FAL ”S NAME 


= BIRTHPLACE 


unty & State, or foreign country) 


10b. KIND OF BUSINESS OR 12, CITIZEN OF WHAT 
INDUSTRY COUNTRY? 
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15. WAS DECEASED EVER IN Bez FORCES? 
(Yes, m0, of unkown) eee or dates of service) 


16. SOCIAL SEC! YNO. 


2/S 08-7 had Ad, 
18, CAUSE OF DEATH [Enter only one cause per Ilne for (a), ), and (c).] INTERVAL BETWE 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
; IMMEDIATE GAUSE (a) A ROKL® 


if DUE TO J 
Conditions, If any, which ) rw ay clhethre et (on. 


gave rise to Immediate 


cause (a), stating the DUE TO 
underlying cause last. (c) Carain OMa oX hun nf: we MeCadlees.— Smombhe B 
SEASE CONDITION GIVEN IN PART 1(a) 


mit. Then please 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and i 


iS 
S 
a. 

= 
2B 
2 
bd 

5 


= 
et 
= 
eo 
(4 
ap 
= 
S 
S 
S 
3 
co 
3 
= 
Ss 


< 
= 
= 
= 
a 
bo 
i 4 
Ss 
S 
S 
s 
3 
@ 
= 
= 
> 
f=) 
~~ 
2 
Bf 
B 
c 
D> 
3 
a 
Py 
s 
= 
= 
3 
3 
“4 
te 
o 
3 
of 
= 
= 
2 
= 
= 
So 
= 
o 
a 
= 
a 
GS 
o 
= 
S 
= 
o 
r=3 


OF iam R_ OReurte | ISO U2. Mam St Weslminet~ 


23a, BURIAL, CREMATION, 
REMOVAL Specify) 
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id. LOCATION (City, town or county) (State) 


5 
oo 
@ 
= 
= 
& z 
a & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL 18, WAS AUTOPSY 
2 = —— 
RS $ yes [7] NO PR) 
2 = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part 1 or Part I of Item 18) 
atc & | OR CONTRIBUTING [] CAUSE OF DEATH 
glo 2 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2u8 
ere Fs 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 202. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
E73 i Hour a.m. Whil factory, street, office bidg., etc.) 
> & wuld je Not ies 
aes = p.m. 19 at workL_| at work [1] 
32 21. | certify that (I) 4#hie-hespitel) attended the deceased from to 19.5", that (I) te} last 
s = saw the deceased alive pn_Mewey + ___19___, and that death occurred Rion from the causes and on the date stated above. 
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23b, oe THEREOF , 23c, NAME OF CEMETERY 
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"D BY REGISTRAR | 25b. 


AUG 17 196 


MARYLAND STATE DEPARTMENT OF HEALTH 
10548" OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 739f2 


oh 


53 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
i aecOuy a. STATE b. COUNTY 
ae MARYLANO 
asl b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b 
ee write RURAL and give nearest town’ ¥ 
3 

in d. NAM! ISPITAl IuTIo! . 18 RESIDENC| 
Sa ST if not y) hospital, give Street address) © GN FARM? 
ae X 2 oe yes] no} 
Se . pea First Middle Last 4, eee Day Year 

(Type or print) C4 THESE ME Pe. Za LL KE, Manan, DEATH z 2 ze 19 AS 
s . pEX 6. COLOR OR RACE |7, MaRRIED [-] NEVER MARRIED[] | & DATE OF BIRTH 9. AGE (In years | FUNDER 1 VEAR|IF UNDER 24 HRS, 
Ss 2 JE last births4y) | von ths | Days | Hours | Min, 
5 wivowen [Z~ —_vivorceo(] | LZ 7g - 22 LS ate 
a a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR LL BIRTHPLACE (County & State, 4 foreign country) | 12. CITIZEN OF WHAT 
2 Ing most of working life, evep If retired) INDUSTRY COUNTRY? 
o 


: | 
; = 14, MOTHER'S 4 
eae W777 


5. WAS DECEAS| INU.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


— — 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (C; 


— 


7 INTERVAL BETWEEN 


ificate has been signed by the attending physician and completely filled in by the funeral 


factory, street, office bidg., etc.) 


* PART |, DEATH WAS CAUSED BY: « DISET AND DEATH 
g 5 5 » \» IMMEDIATE CAUSE (2), ; 
rd | DUE To + , 
& Conditions, If any, which 0). 4 
bo gave rise to immediate 
= cause (a), stating the QUE TO 
5 underlying cause last, {c). 
g 3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) |19. Wis Aol 
rs , .. Ts = . 
Ss 1s yes} NO 
‘ep = 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 
& 63 | OR CONTRIBUTING [] CAUSE OF DEATH 
cs) © | (IF EITHER, NOTIFY MEO!CAL EXAMINER) 
E z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home,farm,| 20f. (City or town) (County) (State) 
fa] 
= 


Hour a.m. While -— Not While 
pm. 19 at work] at work im) 


21. | certify that (I) (this hospital) attended the deceased fro 
a G 


saw the deceased alive onCt 19, and 
22a. SIGNATURE 


After thi 


M.D. 


22c. PHYSICIAN'S 
NAME (Type) 


=—Netiom 
Da v 


23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23c. . NAME OF CEMETERY OR CREMATORY 23d. LOCATI ity). (State) 
| ptheal | 9/301 \ he 
, ; ” ? ‘ 
4. ADDRESS 5a. REC'D BY REGISTRAR ‘SIGNATURE + 


Page 4 may be retained by the hospi 
director, page 3 should be detached for use as the burial-transit permit. Then 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and In any 


TO HOSPITAL : ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ‘ hours after death. 
TO FUNERAL DIRECTOR: 


* (City, town or coun’ 
\ : 
VR. ANS () XN pa cS Lutaploec 2 VELL Yk, owUG 31/1965 felertes D nie a 


\ 
ica 


quires that the death certificate be executed within 24 hours after 


physician. 


After this certificate has been signed by the attending physician and completely filled in by the funeral 
jours after death 


's. Pages 1 and 2 sh 


it. Then please remove carbop 


permi i 
|, cremation, or removal, and in any event, wi 


The law ree 


death. Page 4 may be retained by the hospital or attending 


TO FUNERAL DIRECTOR: 


director, page 3 should be detached for use as the burial-transit 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
be filed with the State Dept. of Health prior to burial, 


VR AIS (4) 
20M S-63 


|, - CERTIFICATE OF DEATH T3ZQ4: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1. PLACE OF DEATH 


a. COUNTY A, wT) 
Ce ee, ‘ MARYLAND 


b. CITY OR TOWN [if outside corporate limits, © a OF STAY IN 1b 
Z 


write RURAL end gjve neerest jown) 
era AMowr 


2, USUAL RESIDENCE (Whare deceesed lived, If institutlon: Residence before edmission) 


@. STAT a b. COUNTY 
N, ) 
dren huredl a Cee gee 
c. CITY OR TOWN (lfbutside corporeie limits, write RURAL end give neerest town) 


Or ets ery: = . ti 
d. NAME OF HOSPITAL OR ‘STATIN {if not in hospital, [ street eddress) d, STREET ADORESS IS RESIDENCE 
> ON A FAR 
Aow g View YW / ve CT NOTA 
3. ea First ia DATE Month Day Veer 
DECEA: ED 
(ge ey G Cb6r CAP ates ie DEATH TIES FS 1965 
5. SEX }6. COLOR OR RACE) 7 G EVER MARRIED [7] | B. OATE OF By 9. AG: een UNDER TYEAR| IF UNDER 24 HRS. 
lest birthdey) Uonths| “Hours | Min. 
MM ate | U LAE | wow] oivorce F] Fit. 26-/705—_ st baal | 


Z Ow 
We. USUAL OCCUPATION (Give kind of work Ob. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (County & Stete, or fSteign country) 12. CITIZEN OF WHAT COUNTRY? 


We 
dona duri mst of working life, e' it eal 4 “ 
tee wo} . Td 29 
ae FATHER'S NAME 14, MOTHER'S MAIOEN NAME 


Se eee ae RITY NO. E ila E ou b/e 


15. WAS DECEASED EVERAN U.S. ARMED FORCES? | 16. SOCIAL 


17. INFORMANT Address 
{¥es, no, or unkown) s givewer or detesofservica), / d 
SO 9 30-5 cure Geena. Fos ge Lyaguram 
1B. CAUSE OF (eh) i Zz Fi = INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: . Sg . es 7 Alda 
IMMEDIATE CAUSE (le) : ton ~_ 5s | 5, Yared 


/ DUE TO . f Py 
Conditions, if any, which ib La Tie ae, (Giuecr ie U a7 Crckae | & ge 


geve rise to immediete cause 


{e), steting the underlying DUE TO ade. 
cause lest. — oe te 
19. WAS AUTOPSY 


Bi MI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) PERFORMED? 
a ene ‘ORMED: 


CT Lec erence EE Ser dongs. OMe 
20a. ACCIDENT WAS pening) 20b. DESCRIBE HOW INJORY OCCURRED. (Enter nature of injury in Pert | or Part Il of item 1B.) 


OR CONTRIBUTING [} CAUSE OF ATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20, TIME OF INJURY Month, Dey, Yeer 
Hour a.m, 
p.m. 


20d. INJURY OCCURRED 


While __ Not While 
at work ["] at work 


202, PLACE OF INJURY (Homa, form, | 201. (City or town] Tt (County) (Stete) 
fectory, street, offica bldg., ete.) | 


MEDICAL CERTIFICATION 


1” 


saw the deceased alive on................. 


‘72b. DATE 


eae ATTENDING MED. STAFF SIGNED 
Foard mp. | PHYS. Tee Bitecror OO pws. 1) rk 


220." REVSIGIAN TS 22d. ADDRESS 
NAME (Type) W, H FE, ries hes Mh 
“A t LM AM LM CST. Lele 
23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 


23e. BURIAL, CREMATION, | 23b. DATE THEREOF | te 


VAL (Specity) SR y } i 

U-é§ 

Q4-FUNERAL DIRECTOR'S SIGNATURE ADDRES: AUG 11 REC’D BY REGISTRAR | 25b. ISTRAR’S SIGNATURE 
fern. elit gg pelea alge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, BEN 


_—s 


aoe 10545 A pCERTIBICATE. OF DEATH id9i4 
se oF 1, PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Pee id a, STATE b. COUNTY 

oe , F 
272 Carroll MARYLAND Maryland Howard v 
belt Kad b. CITY DR TDWN (If outside corporate limits, ¢, LENGTH DF STAY IN 1b |j ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
BES write RURAL and give nearest town) " “ 
eae Sykesville Se10mose22dype Woodbine .. Rural fay. A 
3 ga d. NAME DF HOSPITAL DR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8. pee ge 
=e * . 
Sse, Springfield State Hospital _ase ves FJ not] 
s s 3. Se ee First Middle fast 4, gare Month Day Year 
2 
S ype or print) WILLIAM HENRY GAITHER DEATH aucusT 5 19 65 

5. SEX 6. CDLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [XX] | & DATE OF BIRTH 9. AGE (In years 


IFUNDER 1 YEAR |IF UNDER 24 HRS, 
te el Days | Hours Min. 


wippweD [| pivorced{-]| 3-26-1879 "sé" a 


r= 
SS 
So 
se 
ar 
Ze Male White 
o 
= = 10a, USUAL DCCUPATION (Give kind of work done | 1Db. KIND DF BUSINESS DR Ti. BIRTHPLACE (County & State, or forelyn country) | 12, CITIZEN OF WHAT 
2 2 during Far of working life, even If retired) INDUSTRY Mareaane CDUNTRY? 
3 
23 ‘armer rylan Sele 
ia 13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
es William H, Gaither Susan Frances Warfield 


15. WAS DECEASED EVER INU.S. ARMED FDRCES? 
(Yes, no, or unkown) | (If yes give war or dates of service) 


16. SDCIALSECURITYND. | 17, INFDRMANT Address 
Unke Records, Springfield State Hospital 


, cremation, or removal, and in any 


E ° 
Es 

18, CAUSE DF DEATH [Enter only one cause per line for (a), ©) and (c).] INTERVAL BETWEEN 
= 5 
2 PART |. DEATH WAS CAUSED BY: ry a 
5 IMMEDIATE CAUSE (a). : 


Ys ROO DUE 1D F Ee 7 
Conditions, If any, which BRIE R. (P SCLELE 4 He: per Piseaiga | Y EE 
gave rise to Immediate ize 
cause (a), stating the ( DUE TD 
underlying cause last. 


z 
s TI. DTHER S Rica CONE DNS CONTRIBUTING TD DEATH BUTNDT RELATED T ae MINAL DISEASE CDNDITIPNGIVEN \NPART1(a) 19. WAS AUTDPSY 
a opie bra Pa eRe cerevr Trl Osc. erosis, wit ff ERFORMED? 
CO \2| psychotic reacts o YES ia ND §€] 
“1 |20a, ACCIDENT WAS INSERT 2Db. DESCRIBE HDW INJURY OCCURRED. (Enter nature of Injury In Part I or Part Il of Item 18.) 
& | DR CDNTRIBUTING () CAUSE DF DEATH 
& | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
% | 20c. TIME DF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De, PLACE DF INJURY (Home, farm,) 20%. (Clty or town) (County) Gtatey 
a Hour factory, street, office bidg., etc.) 
8 While Not While 
= at workL_] at work oO 
21, I certify that (1) (this as nded the deceased from2=1l3—=62  __, Line — _, 19__, that (1) (we) last 
saw the deceased aliye pI 19____, an¢that death pccurred a! ‘Dm reper causes and on the date steed above. 
22, DATE SI 


ee eae 
. Sore ng nie. 4 shin ospita 
dand 
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22c. PHYSICIAN'S 


— js 
DATE THERGOF J 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attend 


director, page 3 should be detached for use as the bu 
should be filed with the State Dept. of Health prior to buria 


Za, BURIAL, CREMATIDN, | | 
REMOVAL (Specify) 
Cremation 


[Vella DIRECTOR 


Hasglt 


TO HOSPITAL “ ATTENDING PHYSICIAN: The law requires that the death certificate be executed within e hours after death. 


3c. NANE DF CEMETERY DR CREMATDRY | 23d. LOCATION (City, a or county) State) 
Crematory Washington,D.Ce 


25a. REC'D BY 0 1965 | ISTRARSS SIGNATURE 
on AUG 10 


‘fie 


Wm. Lee's 


VR A1S5 (4) 
15M 4-64 


jours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL 3 D sone PHYSICIAN: The law requires that the death certificate be executed within . 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


< 
2 c 
suk CERTIFICATE OF DEATH 13955 
ge 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
i] a, COUNTY / 
Bie a, STATE b. COUNTY 
es Carrol} MARYLAND Maryland Baltimore Ci ty. te 
es BS b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bs 2 write RURAL and give nearest town) 
ae ille- 5mos.4days Baltimore 3aol-y 
ohn a Sys OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS é iS RESIDENCE 
Ce ae 
= aes Springfield State Hospital 3322 W. Belvedere Ave. yes] no Od 
ass 3. NAME OF First Middie Last 4. DATE Month Day “Year 
2 
se (Type or print) WILBUR HENCH GAUGH DEATH August 14 19 
8 t 14, 
oe 5, SEX 6. COLOR OR RACE | 7, MARRIED [} NEVER MARRIED[] | 8- DATE OF BIRTH 9, AGE (In years |IFUNDER 1 YEAR |IF UNDER 24 HRS, 
os Mali Whit 4 last birthday) Months | Days | Hours | Min. 
Bee e a WIDOWED FX] pivorceD {]| March y 11889 OX yrs. 
ers 1a, USUAL OCCUPATION (Glve Kind of work done] 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3 23 during most of working life, even If retired) INDUSTRY COUNTRY? 
8 
gas Carpenter Maryland UsSeAs 
= eg 13. FATHER’S NAME 14. mone MAIDEN NAME 
BEE John Michael Gaugh Alice Smith 
erate Of, WAS DECEASED EVER NUS. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. Tad ah panies lt 7 
ZES s Dive War or dates of service! iz a! Vv alto. 
SE wate 218-07-9955 | Kitokas? Being tei SAIS hod feaPete-+ 7 
P=] =8 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and.(c).J faite Sila iu 
ze PART |. DEATH WAS CAUSED BY: . e, : 
25s IMMEDIATE CAUSE (a) CBs VE lene? PAL URE + 
or _- f 
Eo oe 
ss l DUE TO . a O/C 
53 Conditions, lf any, which 0) 105 CRe, Ce CA, VS EAS 7 3 
gave risa to Immediate 
S22 DUE TO . £ 2 Ln So 
27 cause (a), stating the 
2 ee a underlying cause last. ° LewnmoniA ‘ heart. Lope ey, “4 “ 
tas &S | PART Ii. OTHER SIGNIFJCANT CONDUTJONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THETERMINAL DISEASE CONDI] IONGIVEN IN PART (a) _{19. WAS'AUTOPSY 
2 Ed a 5 chron te” brain syndt One ASSUCe WEE A senile rain S@ase, Wie psyc: otic ‘err om 
EeSE S 
S22 = 20a, ACCIDENT WAS UNDERLYING] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part 11 of item 18) 
3S 
S22 S| CF EfTHeR, NOvIeY-MEDICAL EXAMINER) 
e228 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Tse a Hour a.m. While —; Not While factory, street, office bldg., etc.} 
232 = p.m, 19 at workL_] at work 
Zee 21. 1 certify that () (this hoppita) atfepded the deceased from__3=10-65 dip; to___B=-Th-65., 19___, that (1) (we) last 
— re 
S25 saw the deceased alive on UT4#70> _i9___, and that death occurred at@* Pe M, from the causes and on the date stated above. 
5° 
ae 22a. Sh = 225. DATE SIGNED 
es Ze na, ALO" MBean O) HAE ylB—th=65 
was 22¢. fF 3 2d. ADDRESS Springfield State Hospi tal 
2 ; fi 
S55 | Acosta, M.D. Sykesville, Maryland 
ees 23a. BURIAL, GREMATION,| 23b. DATE THEREOF 23. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) (State) 
oon REMOVAL (Specify) Cemeter 
F urial 18/65 eisterstown Methodist » | Reisterstown, Md. 
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24 hours after death. 
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TO FUNERAL DIRECTOR: 


VR AIS (4) 


d with the State Dept. of Health prior to burial, cremation, or remova 


should be file 
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Be 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10558 CERTIFICATE OF DEATH 1 3Si 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, 1f Institution: Residence before admission) 


a. COUNTY 
a, STATE b. COUNTY J 
Carroll WARYAND Maryland Montg. Go. 


b. CITY OR TOWN (If outside corporate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Rural- Sykesville i month,2 cay Chevy, Chase 


d. NAME OF HDSPITAL DR INSTITUTION (If not In hospital, give street address) || d. STREET Al @ESS a : ; @. IS RESIDENCE 
|Springfield State Hospital 1 ee 
Springfie ate hospita 5202 Western Avenue ves) nod 


3. fetoces First Middle Last 4. Lae Month 
(Type or print) Alice Marion Hale cery August 


5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER aoe 8. DATE OF BIRTH 8. AGE in zoos] bon | Hv | Me 


Female White wipoweD [-] pivorceo-] | LO-22-90 a mai ae || ag oe 


10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND DF BUSINESS DR iL, BIRTHPLACE (County & State, or forelpn country) | 12. CITIZEN DF WHAT 
during most of working life, even If retired) INDUSTRY 


is CDUNTRY? 
Secretary Unknown MXKISOt Massachusetts USA 


13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 


Frank *, Hale Cowell 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYND. | 17. INFORMANT Address 
(Yes, no, or unkown) |{Ifyes give war or dates of service) 


No 11)-26-8795 |Springfield State hospital records,Sykesville 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (@)_Heart failure. months 


DUE TD 

Conditions, If any, which o_ Mitral stenosis. years 

gave rise to Immediate 

cause (a), stating the ( OUETO ’ : say 

underlying cause last. Bilateral bronchopneumonia with abscesses. day: 

PARTI. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(@) [19. WAS AUTOPSY 
YES nd [] 


2Da. ACCIDENT WAS UNDERLYING fA 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part } or Part WV of Item 18.) 
DR CDNTRIBUTING [] CAUSE DF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 20e. PLACE DF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m, while factory, street, office bldg., etc.) 


Not While 

p.m. 19 at work] at work [1] 

21. | certify that (I) (this hospital) attended the deceased from___7—_27 _, 1965_, to.___f=29 , 1945 _, that (1) (we) last 
saw the deceased alive on__8.-29.— __19_65__ and that death occurred at_8 OOMpitrem the causes and on the date stated above. 


22a. SIGNATURE S 22b. DATE SIGNED 
\TTENDINE MED. STAFF _ 
Scene ae Chschea) mo. PHYS. °C) bintcror C]_ PS. et i han 4k Lo 
22c. PHYSICIAN’S * 22d. ADDRESS opring. Le US pL 
NAME (ype) Sherrill Cheeks, M. D. Sykesville, Maryland 


Be ater | 2 Pave THERE | Seecqeennae Or CBWerear CR ENTE 23d. LOCATION (City, town or county) Gtate) 
pec = es : Se pa an : 
Gremation _|8-30-196 Cedar [ill Crematory Suitland Rd 5.2. Wash, D.C. 
24. FUNERAL DIRECTOR CIOTADDRESS. ive 1.W | 25a, REC'D BY REGISTRAR| 25D. REGISTRAR’S SIGNATURE 


hington, D.C. aAgsep 2 1965 Mala 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE t, MARYLAND 


~s CERTIFICATE OF DEATH 13917 


PLACE OF DEATH . 2, USUAL RESIDENCE (Where deceased lived, If institution, Residence before edmission) 


®. COUNTY STATE b. me 
(Be AR RoLé, _MARYLAND | LPP LIBR LAA, CBR ROLL 
eCITY OR TOWN ilf outsige%or -—" 


b, CITY OR TOWN [if outside eee limits, ia LENGTH OF STAYIN Ib | 
7, 


rporete limits, write RURAL end give neeres! town) 


VEST 2. LL 20M ‘OR WWSTER. Fe oe ot fn hospitel, give sireet o: wae “fh; SUES TYP EET Pa 
PLEAS PN 1 Uatley’ | PEnstlT alte 


‘3. NAME OF First “Middle Month 


trenrm § Litany Ror HINER — AUG, 


‘write RURAL ot ae nearest tow: 


hin 24 hours after 


% filled in by the funeral 


he attending physician and compl 


transit permit. Then please remove carbon papers. Pages 1 and 2 shoul; 
Bt-within 72 hours after death. 


. SEX 6. COLOR OR RACE|7, MARRIED [YYNEVER MARRIED [_] | 5» DATE OF BIRTH 9. AGE {in years |IF UNDER 1 YEAR| IF UNDER 24 


DALE. wy TE wows] vero | MouslS 99 | coe "| ens ant ] Mie. 


10e. USUAL OCCUPATION (Give kind of work Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done Fem ‘most of working life, even if retired) 


FARMER PAD FA). Wen SELF CNWLOVE |G, Rote Co, Mp ASG. 


13. FATHER’S N, 14, Gre Re MAIDEN NAME 


ee, SVK 
wi SCAR. HLA WER, SOCIAL SECURITY NO.| 17, pee cs ea . Address 


(¥es, no, or unkown) | (Ifyesgivewarordetes of servi 


_ Sed "\218-/0-2429 ks. W- ROU HUIMER, SAME 


CRUSE OF DEATH [Enter only one cause per line tor (e), (b), and (e).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e)_ ey AR CUOAA OF Le 
/ f DUE TO 
Conditions, if eny, which (b) 
geve rise to immediete cause 
(0), stating the underlying 
cause lest. a F: (e) 


in. 


) INTERVAL BETWEEN 
ONSET, AND DEATH 


DUE TO 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WAS AUTOPS: 
=.) = PERFORMED? 


ves [] No i 


20. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Pert Il of item 1B.) 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL ERS IER) | 


20¢, TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (State) 
Heute aint While __Not While factory, street, office bldg., etc.) | 
oo 19 et work at work é } 
. FE certify that (1) (this ee yee) Oo. os. from....... P 3 ABLE i Jip AS , that (I) (we) last 


saw the deceased alive on.......... Fl . and that aeeth occured a IAA om the causes and on the date stated above. 


226, Sh "A oan, a arto ir a ab. DATE 
Vidam or ial 1 rector (1 Pays. SIizfe 


PHYSICIAN'S ‘22d. AODRESS PG OTD sik oreey! = 
(Type) = pea a AMD, J 


we “BURIAL, CREMATION, | 2: ’ 23b.. DATE Se. 23c, NAME OF CEMETERY OR-GREMAFORY ‘tly WB LOCATION (City, town or Sirni ~ (Stele) 


yi) wes ‘3/2 /is PitasAnr URLEY Chg. Wi inven Rr oon 


YR AIS (4) ye. in | dela SIGN TURE ADRRESS 25a. ra BY 3 fe . AR'S SIGNAZURE 
18M 7/61 AUG 2 
DATE 


yy be retained by the hospital or attending physi 
MEDICAL CERTIFICATION 


=. JIRECTOR: After this certificate has been signed by t! 


director, page 3 should be detached for use as the burial 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evs 


death. Pa 
TO FUNE! 
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director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burial 
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VR AIS (4) 
2M 1/65 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Rog 


10552 CERTIFICATE OF DEATH 3048 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Realiones Woe can ton 
a. col aes a. STATE 


a b, COUNTY 
MARYLAND LOA R YL PIL \& LR Rts Z 
~_b. CITY OR TOWN (i She £ orate Iimits, c. LENGTH DF STAY IN ib || c. CITY DRT (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give neares' "PLE 
fee Wiep So VEARS AibiMeaes! WIV OS0 Lei hie. 
d. NAME OF ITAL OR INST! nl Ade (if not f hospital, give street address) i STREET ADDRESS 6. Beas 
7 ‘pats NS Bonk hinl- bo lak ves no 


3. NAME DF First Middle x. 4. DATE Month Day Year 


tiniim NaCoe ANY /4eATe Tiger 


5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [_] | ® Aley. OF BIRTH a e Bed ter Ma rs 


F Ww WIDOWED pivorcen 7) |/Y Ay, 16, 1L 20 | EP 
1Da. USUAL OCCUPATION (Give kind of workdone| 1Db. ane eal pastes OR 117 BIRTHPLACE (County & State, or foreign a) 12. GITIZEN OF WHAT 
during most,of working life, even If retired) COUNTRY? 


USE WEE awn. HeoMe | LU eek LUND 


13. FATHER’S NAME MAIDEN NAME 


E’RITH GORE 


MVE, 
150 EME ey 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


‘Yes, no, or unkown) | (If yes pive war or dates of service) ‘b 
‘| uiveud —_\RALePy Hekr en DEW Wii ps “fe 


18. CAUSE DF DEATH (Enter only one c: ti ) (b),, INTERVAL BETWEEN 
C ly ause per line for (a), (b), and (c).] ONSET END DEATH 


‘ GO 
A EE y Or Ten ane Len ate. OV Ye nana” 
if / DUE TO 
Conditions, If any, which ) 
gave rise to Immediate 
cause (a), stating the QUE TD 
underlying cause last. (c). 


19. ae AUTDPSY 
ERFORMED? 


YES ia no T] 


2Da. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
DR CONTRIBUTING [] CAUSE DF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘2Dc. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m, While Not While factory, street, office bidg., etc.) 


p.m 19 at work QO at work 


21. I certify that (1) (this hospital) eye deceased from__ , 19.4.5, that (I) weFTast 
saw the deceased alive b ’ 19____, and that death occurred ats Zm, from the causes and Dn the date stated above. 
22a, SIGNATURE 22b. DATE SIGNED 


No hea F564 wo. PH tr Wier Owe O ¥/ ote (fom 


22c. PHYSICIAN'S 22d. ADDRESS 
[ei I Kye, Tea, 4b | te ee ee A 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Kye LOCATION (City, town or county) (State) 


REMOVAL (Specify) fi EF) Ho 2D / a 


ADDRESS 


Raa 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, yeu east 


2 CERTIFICATE OF DEATH 413919 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If ination Resldane Residence before admission) 


barrell Reta “ay land » BYES mere city / 


b. ouy OR TOWN (If outside cor; porate, limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town} 


Sykesville 27 days Baltimere, Maryland 350/ 


a 
|. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) |) d. STREET ADDRESS 8. PF 9 1 
2/5| Springfield State Hespital 815 Belgian Avenue ves] no 


First Middle Last 4 Ha Month Day Year 
(ype or print) §=—s Samuel. Themas Hyman DeaTH §= August 19 65 
5. SEX 6. COLOR OR RAGE] 7, MARRIED [5X] NEVER MARRIED[]| ® DATE OF BIRTH 9, AGE (In aa TFUNDER 1 YEAR|IF UNDER 24 ARS, 


a las} ped Months | Deys | Hours | Min. 
Male White wioweD [] owvorceo[- ]Pcteber 25, 1882 

10a. USUAL OCCUPATION wee kind of workdone| 10b. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or ae sey 12. CITIZEN OF WHAT 

during most of working I INDUSTRY COUNTRY? 


ook 


papers. Pages 1 and 2 
in 72 hours after deat! 


fe, even If retired) r 
Stere Manager Unknewn Nerth Carelina U.B.A. 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Rebert Hyman Mary Watsen 
15. WAS OECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. { 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


Ne Nene Springfield State Hespital 


18. CAUSE OF DEATH [Enter only one cause per line for (a), @), and (o) 1 INTERVAL BETWEEN 
PART |. DEATH MPOInTE Hause @)_AYrteriescleretic heart disease _years 


y 4 
O) 


ician and completely filled in by the funeral 


lease remove 
and In any evi 


f 


ing. phys’ 
Then 


ed by the attend 


DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last, (©). 


PART ||. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. ae 


Chrenic. brain dreme asseciated with cerebral arteriescleresis with | yesfq oC] 
a. 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Infury in Part | or Part 11 of Hem 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEOICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) 
Hour am, While Not While factory, street, office bidg., etc.) 
p.m, 19 at work at work 


21. 1 certify that (1) (this hospital) attended the deceased from. , 1965, that (I) (we) last 
saw the deceased alive on August 1, __19 65. and that death pccurred at is 2°M,yromghe causes and on the date stated above. 


22a, SIGNATURE 226, DATE SIGNED 
Ure a ATTENDING 
VL of. / heck wo. (_Blatotor kl pws. Ct Ba5—45 


7c. Time tyes) Heing Hy Klaatsch, M.D. be Pringfield State Hespitel 


23a. BURIAL, CREMATION, 9 DATE THEREOF \"Z NAME 7 CEMETERY S ee | Bas LOCATION (City, town or county) Gigie) 
Fb veal oe, 
1% 7-6 S Come Meee. dt ‘ 
Lf i ERA «ET Sell, Id 25a. ay) REGISTRAR | 25. REGISTRAR’S, SIGNATURE 


i well, I | biG 9 4965 frleloa fudge. 


After this certificate has been 
MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the burial-transit permit. 


d with the State Dept. of Health prior to burial, cremation, or removal 
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TO FUNERAL DIRECTOR: 


should be file 


VR A15 (4) 
15M 4-64 


in 24 S 


in by the funeral 


apers. Pages 1 and 2 s! 
72 hours after death. 


4 


& 


é 


TO HOSPITAL OR ATIENDING PHYSICIAN: The law requires that the death certificate be executed wil 


pletely 


Se 


Then please remove 


| or attending physician, 


director, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death. Page 4 may be retained by the hos, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


< 
3 
cay 
a 
= 


20M $-63 


24 nied a5 4 S SIGN. off. Aled Qi oAd ad aS 1 | BY 65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, neg eens 


10554 CERTIFICATE OF DEATH 3920 


before eampssion) 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where docoosed lived, If institution: F 


<5 CON, / a. STATE b. COUNTY 
Carre / MARYLAND MNar ty faad Belt PVOVE 
b. CITY of TOWN i ge pares tints ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (Ii dulside corporate limifs, write RURAL end give neerest lown) 
write and give neerest town! 
Cheeses +h 'A Mos hKtisfersfowsa ; 
d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) d. STREET ADDRESS oS RESIDENCE 
7, —> ON A FARM! 
View Nursing ae ae _, | nw Drive ves |] No PQ) 
pap. ae a nies 5 _ Middle 3 ee Jie ) 4. DATE Month ‘Day “Yatra 
DECEASED 


(Type or print) Om SEATE Au 1S ~ le 196s 
3. SEX Seetonera ter Prats ea nets ae @. DATE OF fre liy Rat ieee ON YEAR] IF UNDER 24 HRS. 
lest birthdey) [Months] De H Mi 
male White | woowe zB pivorcen [] Mas Buy: AS§3\8 Sm alee | oe ‘ 


est: (County & Stete, or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
feyse wife erect) Co, Mirylond| Lt. S.A 
13. FATHER'S NAME 14. MOTHER'S oe. NAME 7 


Chives Peter Perry “Fowhle. Marg arel- Een Ly n-hers 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 167 <a SECURITY NO.| 17. INFORMANT on i 


(Yes, no, or unkown) esulys asic basusrsies) AS i e C. la “ ny Pu het, ~~ dire Hikes J, Ae 


re) = 
18. CAUSE OF DEATH [Enter only one cause per line for (e), (6), and (c).] = INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY. 2 
IMMEDIATE CAUSE (e)__ s i a ale AAMS: 
DUE TO 


icooaitend, isaesicmkten PER INES ia a <r = VO2 ahan, 3 -s— 


We. USUAL OCCUPATION (Give kind of work 
done during most of working life, in if retired) 


10b. KIND OF BUSINESS OR INDUSTRY | 1 


Gove rise to immediete couse 


(e), steting the underlying pee TO. 
couse lest. Z te ar 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/ 19. WAS AUTOPSY 
a 
tn [ws Ch ve far 
= | 20e. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 1B.) 
& | OR CONTRIBUTING [} CAUSE OF DEATH 
& [IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Dey, Yeor | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, | 20f. (Clty or town) (County) (Stete) 
g stir aan While __ Not While fectory, street, office bldg., etc.| | 
2 19 jet work [_] et work [_] | 

ded the deceased from. 9fo3, to.. , 19@S7 that we) las! 


» and that sain ccurred tf BM. from ihe causes and on the dale staled above, 


[ee Ee ATTENDING STAFF _ ae ee 
if 4h ang mp. | PHYS. [a dinecror 1 Pars. 


22c. PHYSICIAN'S 


mE WN Fo med MO Mec 0s Por, all tiles 


23e. BURIAL, CREMATION, 23b. DATE Joe A NAME OF CEMETERY OR CREMATORY 23d. LOCATION ya town or =r ~~ (Stete) 


REMOVAL (Specify) e106 / GS: GRAVE Nunw ME Lar fae 
pues oe om 


| BrAsA e- 


pletely 
papers. 
in 72 hours after death, 


a 


|, and in any evel 


ian. 
icate has been signed by the attending physi 


|, cremation, or removal 


The law requires that the death certificate be executed within 24 hours after 
iciat 
ial-transit permit. Then please remove 


death. Page 4 may be retained by the hospital or attending physic 


TO FUNERAL DIRECTOR: After this certifi 
be filed with the State Dept. of Health prior to burial, 


director, page 3 should be detached for use as the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (ald | 
20M 5-63 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10555. CERTIFICATE OF DEATH 3924 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before edm 
ro ES CEINENE a, STATE b. COUNTY 


Carroll MARYLAND Maryland 4 Carroll 


b. CITY OR TOWN {it outside corporata limits, ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN [if outside corporate limits, writa RURAL end giva neerest town) 
write RURAL end give neerest town) 


Taneytown Taneytown _ 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS IS RESIDENCE 
ON A FARM? 
__—, Baltimore Street ells _E. Baltimore Street ves [] NO Bg 
“3. NAME OF First Middle ~ Last | 4. DATE Month Dey Yeer 
* DECEASED OF 
'ype or print) q DEATH 
Martin Koons ig Ws 19 
5. SEX 6. COLOR OR RACE|7, MARRIED Be Never married [7] | 5- DATE OF BIRTH 9. AGE (In yaars |IFUNDER 1 YEAR| IF UNDER 24 HRS, 
lest birthdey) | Months) Deys | Hours | Min, 
White WIDOWED [_] _ bIvoRCED [_] yA a | 


We. USUAL OCCUPATION {Give kind of work 
done during most of working life, even if retired) 


___Anto Dealer. ——_i| — Reta? Maryland a U.S.A. - 
13. FATHER'S NAME . 14. MOTHER'S MAIDEN NAME 

Harry Koo: 
15. WAS DECEASED ah U.S. ARMED FORCES? 


Wa ieee ‘Address | 
(Yes, no, or unkown) | {Ifyesgivewerordetes of service) 


Myr, 
aos OF DEATH [Enter onty one cause per line for (e), (b), end (c).] -jirs..IleryKoons., Taneytown, Maryland, 


INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE nbn tg cbovetin HeanT TD. 2 2p 4 


4 DUE TO : /\) le woollen ae FZ. hae 

Conditions, if any, which "Doe tneraliny ati-se g a 

geva risa to immediate cause a= ae * i. 
DUETO 


(a), steting the underlying 
couse rez. 


10b. KIND OF BUSINESS OR SoU ie be doe 1823 (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


16, SOCIAL SECURITY NO. 


(ch. 
PART Il. OTH! IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ie) 


(2 “ 
20a. ACCIDENT WAS UNDERLYING [] (Ob. DESCRIBE HO’ 


OR CONTRIBUTING (-] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


19. WAS AUTOPSY 
PERFORMED? 


(—Aotirdal owt ves []_No | 


JURY OCCURRED, (Enter nature of Injury in Pert | or Pert Il of itam 1B.) 


‘20¢. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 202. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) (Stete) 


MEDICAL CERTIFICATION 


H a Whil Not Whil fectory, street, office bldg., etc.) | 
a 19 __ [ot work [at work] \ 
21. 1 certify that (I) (this ‘S it: ey attended the deceased from....4f.. Y ae : pestis. A 7 , kas that (1) (we) last 


saw the deceased alive on... oe tle, and that death occurred al LM. from the causes and on the date stated above. 


7p wien ATTENDING STAFF =r = eeNeD 
due m.p. | PHYS. DIRECTOR CO Pays. Cy (2 ee 


22. m4 Sg 


72d, ADDRESS, 
NAME (Type) a - 
* Si Nave , [Laxcaay 
Fe. BURIAL, CREMATION, | 23b. DATE THEREOF NAME DF CEMETERY OR CREMATORY 


23c. 
REMOVAL (Specify) 


: L f, 4 , ADDRESS. 


{(Stete) 


and— 


25a. REC'D BY REGISTRAR | 25b. TRAR'S, sia TURE A 
waiUG 10 1963 a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10556 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 13922 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
a. COUNTY b. COUNTY 


Carroll MARYLANO i “Kary land Carroll 


b. CITY OR TOWN (If outside corporate limits,  LENGT! 3 
wacheaar Nit te Re ey mits, ¢. LENGTH OF STAY IN 1b |! c. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 


Rural, Westminster Life x Rural, Westminster 

d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS @. Phy gia Je 
Westminster, Md, R. D. 3 Westminster, Md. R. D. 3 ves! nol] 
. NAME OF First Middle Last | 4, DATE Month Day Year 


essai 


es 1, 2, and 3 to the funera 


Giver orm OG SCe AA BLES Kiam eye | Hae angunt 15 


SEX 6. COLOR OR RACE (7 MARRIED#.] NEVER MARIE 9. AGE ieee PEERY Ene Fe OREN 2a ate 
jon I jays Urs | in, 


WIDOWED ["] Divorced []| July 4, 1911 54 yrs. 


1Da. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Farming Faras Carroll County, Md, UsSeAe 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Arnolphus Krumrine Savannah Geeting 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) [pesca vad ‘ 
21441600489 Mrs. Treva Krumrine Westminster, Md, Re3 
18, CAUSE OF DEATH [Enter only one caus r line for (a), (b), and (c).] -- INTERVAL BETWEEN 


PART |. DEATH WAS CAUSEO BY: 
24 IMMEOIATE CAUSE (e). 
IHG 


DUE TO 
Conditions, If eny, which (b) 
gave rise to Immediete 
ceuse (a), stating the DUE TO 
underlying cause last. 


(c). ee ed 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO T0 THE TERMINAL OISEASE CONDITION GIVEN INPART 1(a) 19. WAS AUTOPSY 


ves] No fi 
208. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INIURY OCCURRED. (Enter nature of Injury In Part 1 or Pert II of Item 18) 


and Z\with the State Department 
ag) hin 72 hours after death. 


and In any é 


\ 


File pages 1 


in Item 18. Give Fog 
Examiner's Office along with form PM3. Page 5 may be 


in pencil 


F 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


the Chief Medica 
rial, cremation, or removal, 


9 


MEDICAL CERTIFICATION 


PRIMARY [] or CONTRIBUTING [) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |2De. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while factory, street, office bidg., atc.) 


Not While 
Aus 19 et work] et work Oo 
21. | certify that i took charge pf the remains described abpve, held an Autopsy tal} inspection + Inquiry ie and in my opinion 
death resulted from: Natural causes fx, lent [ ], Suicide [_], Homicide [_], Undetermined manner [_] 
, CHIEF MEDICAL EXAMINER [_] 
ACTUAL . : 
SIGNATUR' STANT MEDICAL EXAMINER [_] gas SJGNED_, 
Pes DEPUTY Ey ‘AL EXAMINER ‘ ey 
NAME (Type) aderdes A Sigtotn, Leg Ct A 
238, BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) (Stafe) 
REMOVAL (Specify} 


Burial 8/18765 St, Bartholomew Cemetery Nr. Hanover, York Coe, Pao 


UNERAL DIRECT, ADDRESS 25a. 70 BY Eee 25b, GISTRAR'S SIGNATUR, s 
. ¥ Littlestown, Pas AUG \7 1965 peor a 
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te the certificate, writing the word ‘“pendin: 


ge 4 should be forwarded to 


qs 


of Health or its designated agent, prior to bu 


retained for your files. 


please execu 
director. Pa 


TO DEPUTY 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
105570 CERTIFICATE OF DEATH +209" 


tage eae Cort 2, USUAL RESIDENCE (Where decoared lived, If Inslitulion: Residenioe before edmission) 
a 
a, STATE b. COUNTY 
MARYLAND Mm — if 


— 


thin 24 hours after 
in by the funeral 


= ,. {a a 
3 b, CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [Hf outsige corporate limits, write RURAL and give neerest town) 
sS write RURAL end give nearest Jown) WV Ife 
5 GM ¢g (fa) = s ; Pa 
Bons NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) d. STREET ADDRESS eS Geet 
Saree l 5, 8 — "(Cor0 a ON A FARMI 
Ss 3 V/ oh 0 3 ‘sz S ves [] NO 
re Bn abate a 7 . 7 4 Bae Month Day ‘Yeer 
aay (Type or print) BAC ov ey, DEATH 3 9G) 
3 5. SEX 6. COLOR'OR RACE|7, MARRIED [never marnieo [] | 8 PATE O BIRTH ~ 19 fee ttn Ye iF ELAN iF IFADHOER zs BRS. 
< Months] Days | Hours | Mi 
5 W hte wiowen [J] vivorceo [] S| { 9 - 1§9/ Vig | | 
5 Wa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. RIRTHPLACE (County & Siale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
3 done during most of working life, even if retired) Z 2 / J A 
FS OS Pacha nnd btinrinr, a ‘SIF y : 


13, FATHER'S NAME 


/> M4. ee, NAME 7 
TS WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY oat 3% ‘Address, 
a. 30 Reso 


(Y6, no, or unkown) | (Hyesgive wererdetes ofservice) 
18. CAUSE OF DEATH [Enter only one cause per line for (e), b), end], BatieT OD | INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: y, : Ea, Low baie Ty 
IMMEDIATE CAUSE (a)_ om hile = 
ae 
“4 / DUETO pn ne 
Conditions, if eny, which (b)_ $s Teena : 


geve rise to immediete cause 
DUE TO 


(e), steting the underlying 
cause last. a to * | 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T INAt DISEASE CONDITION GIVEN IN PART 1(2)| 19. WAS AUTOPSY 
* aoe ERF ORMED? 


ves [] no FI 


200. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert I or Part Il of item 18.) _ 
OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


202, PLACE OF INJURY (Home, farm, | 208, (City or town) (County) {Stete) 


2Dd, INJURY OCCURRED 
factory, street, office bldg., etc.) | 


While Not While 
at work [_] at work [_] 


20c. TIME OF INJURY Month, Day, Yeer 
Hour a.m, 
p.m. 


. | certify that 
saw the deceased fa gee 


MEDICAL CERTIFICATION 


a 
this hospital) Lg the deceased from....(A- 7 196 eile mee , 1963, that €))(we) last 
2019. 6S, and that “Acai ee woe ee the cases and on the date stated above, 
f DATE 


be retained by the hospital or attending physician. 


RECTOR: After this certificate has been signed by the attending phy: 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 
oS 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be execute 


Ee MdLy ATTENDING STAFF Bi SIGNED, 
W if Pages mo, | PHYS. — 1 Pavs. ay 

a 2c. all a 22d. Al 
ay NAME (Type) 
gesg | {b FuAr M2. AM. np has. 
ge fe 23a. BURIAL, CREMATION. | Jab. DATE THEREOF 23, NAME OF CEMETERY OR CREMATORY ~ "123d. LOCATION (City, town or areca (Stete) 

© REMOVAL. (Spgcify) 
ere uria 8/7/1965 __| Parkwood Cemetery _|Parkville, Balto.Co., Mds 

Ss 4 FUNERAL Di, ‘OR'S SIGNATURE DRESS 25a. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
pee wWe enkdits Sons Co. 905 York Rd. 


Baito.i2,—Mds. UG 419 
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Suge 
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should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any even 


director, page 3 should be detached for use as the buri 


Page 4 may be retained by the hosp 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and c 
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VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10558 CERTIFICATE OF DEATH T2034 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b, COUNTY 
Carroll MARYLAND Maryland pdbegany 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN ib |} c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Sykesville Manyland 2yrs, 6mos. Cumberland : 
d- NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) | d. STREET ADDRESS 8 Gtaaaers 
|_Sprinsfield State Hospital 702 Hill Top Drive ves L)_nofl 


3. NAME DF First 
DECEASED i Middle 4, epi Month Day Year 


Last 
(ype or print) Same Tilden Maphis | DEATH Anoust 8 19 5 
5. SEX 6. COLOR OR RACE 7, MARRIED foe] NEVER MARRIED[] | & Pat OF BIRTH 9. AGE (In years | FUNDER i YEAR |IFUNDER 24HRS, 


last birthday) lMionths | Days | Hours | Min. 


Hours | Min. 


Mole w wiDoweD |] pivorceo[ | 6/25 / 29 yrs. 
702, USUAL OCPUPATION (Give kind of workdone] 10b. KIND ‘OF BUSINESS OR | 1. BIRTHPLACE (County & State, or foreign country) 


12. CITIZEN OF iT 
during most of working life, even If retired) COUNTRY? He 


arpenter Retired Contracting West Vircinia “Rio ILS.A 
13. FATHER’S NAME 14. MOTHER'S MATDEN NAME 
zo Washi Vaphi Vircinia "ilson 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? ~| 16. SOCIALSECURITY NO. | 17. INFORMANT ae ‘Address 
(Yes, no, or unkown) oe ge eee 
21£-30-2),79 |Springfield at i =, 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: SRSED END IEEATH 
IMMEDIATE CAUSE (2)__Larce Bowel Obstruction Hours 
DUE TO ‘ 
Conditions, If any, which ) Possible Intestinal Volwyius i 
LOUPS 


gave rise to Immedlate 
cause (a), stating the DUE TO 
underlying cause last. (©) 


Hour a.m. factory, street, office bidg., etc.) 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPARTI(@) |19. WAS AUTOPSY 
& Arteriolosclerotic Heart Disease PERFORMED 
2 5 m S : Bae yes [] No [3] 
= ERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18, 

& AUSE OF DEATH : v ) 

| (F EITHER, NOTIFY MEDICAL EXAMINER) 

& | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 200, PLACE OF INJURY (Home, farm,| 2OF. (CIty or town) (County) (Stats) 
eS 

= 


While Not While 
at work at work [ ] 


attended the deceased from__2— 14 __, 19. to_8/7/45 —, 19.45, thatag (we) last 


19 


saw the deceased alive on. 1 and that death occurred a , from the causes and on the date stated above, 
28a. SIGNATURE = 22b. DATE SIGNED 
A wp. PAYS °C) Bingoror Co] pas. ) bucvet 1945 
2. PRYSTOUAS ~~) 22d. ADDRESS . tt, 
Qetovio he _luiz -Sppinglield Stete Hespites Svkesvillel® 
23a. BURIAL, CREMATION, 236, DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATOR 23d. LOCATION (City, town or county) Gtate) 
Buriat’ S" | aug.10,196 i Buri ¢ ; 
a uge10,1965 | Hillcrest Burial Park umberland, Md. 
24, FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR 


oAUG 11 1965 


James F, Scarpelli, Cumberland,Md. 


25b. REGISTRAR’S. re 


MARYLAND STATE DEPARTMENT OF HEALTH 


(M) 1 0559 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
S CERTIFICATE OF DEATH 4 ES 24 
& Bad 
= Dee DEATH : 2. USUAL RESIDENCE (Where daceesed lived, If institution: Residence before edmission) 
oe = «. STAY b. COUNTY, 
aoe CARROLL MARYLAND TYARILAWD CARROLL. _ 
Ess B. he i eunids rate limits, ©. LENGTH OF STAY IN 1b ©. CITY OR TOWN [If outside corporaie limits, write RURAL end give nearest town) 
2-5 write end give neerest town) a 
su | AY NEL _4UBY PS aed 2B WESTMMN STE 
Fe 4. NAME aft a OR INSTEOTION [if not in hospitel, give street addre: no = L #18, RESIDENCE 
bd 2 
see OUT. 2th 2’ DE = 7. ves [] No] 
13. NAME O} r ) | BATE Month Day Yer 


tone JOHN: "ARM ISTEAD MASON | fom AucusT 19 yom" 


5. SEX . COLOR OR RACE/7, MARRIED 2) MARRIED [_} | 8- DATE OF BIRTH 9. AGE (In yoors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Pe Deys ‘Hours | Min. 


MP~ L (sas Ny ITE wibowen [_] bivorceo [_} y) UNE & 12 UW & ¥ Gm. | 


10a, USUAL OCCUPATION (Give kind of Hire VOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or bg country) dn CITIZEN OF WHAT COUNTRY? 


done ifC most “GE, workin rs ny Fay uTo Mo A l - BALT) MpRE = Mabeye YU e Us A 3 


AUT 
| a oof MARY A. SNYDEZ. 
bee med ti soa eT TMOG 2S, Joh vw A MA Son 
ALO CAUSE OF DEATH jEnier only one ia 1 kant KR OVE FB - VY ES TH f theca 
rarvoumwascwattt, CO MGESTIVE HEART FALUREZ (oui 


7 DUE TO. 


ae ass =) RHEUMATIC HEAZT DISEASE. &/ YEAR 


it permit. Then please remove car! 


geve rise to immedieta couse 
(a), steting the underlying DUE TO 
couse lest. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN TN! PART I(e) 


fe has been signed by the attending physician an 


director, page 3 should be detached for use as the buri 


(c) 


19. WAS AUTOPSY 


z 

Q PERFORMED? 

3 Yes [_no on 
= | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJU CURRED. {Enter neture of injury in Pert | or Pert Il of item 18.) 

& | Or CONTRIBUTING 1] CAUSE OF DEATH RY OCCUI {Enter neture of injury in Pert | or Pert Il of item 

& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

Ss 20. TIME OF INJURY Month, Dey, Yeer | 2Dd. INJURY OCCURRED | 2Ds. PLACE OF INJURY (Home, farm, | 201. (City or town} (County) ~ (Stele) 
a Hour e.m, While __ Not While factory, street, office bldg., ete.) | 

= ace 19 jet work at work | 


2. 1 certify that (I) (this hospital) attended the OU. e 
saw the deceased ali ‘ UG... od FF , and that death occurred atf.”, 


F7) (ATURE 7b. DATE 
~ ‘ ATTENDING ED. STAFF 
mp. | PHYS. piREcTOR [-} PHYS. [] eB G2 eo 
22c. PHYSICIAN'S 22d. ADDRESS wor "2a 
HE WEL =e E(L HAR» 
DWAMIEL L. LIVEZ | we StMIN Ss Wy 
Bie, BURIAL, CREMATION, | 23b. QATE THEPEOF Zac, NAME OF CEMETERY ORGREMATORE- 73d. LOCATION (Ciiy, town or eopnty) a ietel 


iL ¢ Ae” 
a Pod SIGI 


L DI qa SIG ATR) 
oe 


leceased from/-Z. » 196/22, that (I) (we) last 


.M, from the causes ord on the date stated above. 


~ 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death. Page 4 may be retained by the hospital or attending physicial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


TO FUNERAL DIRECTOR: After this cer! 


‘25e. REC'D BY REGISTRARS | 25b. 


oaAUG 31 196 


TURE, 


JUN 
VR AIS (4) 2 Lyon 
20M 5-6 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARTIN 6 
J 


CERTIFICATE OF DEATH Lo 
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY pe 


a. STATE b. COUNTY 
Carroll MARYLAND 


Maryland 

b. CITY OR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RAL afd give nearest town) 
write RURAL:and give nearest town) 
Sykesville lmo.1édys, Glen:Echo Le fp 2 

d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |} d. STRELT ADDRESS a Ree e 


Springfield State Hospital 3 ves] nob 


. NAME OF First Middle Last 
DECEASED 


(Type or print) EMILS (NMN) MAURINS 
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9, AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Mal Whit. 7. MARRIED [_] NEVER MARRIED [_] last birthday) Months | Days | Hours | Min. 
ale e WIDOWED DivorcED {~] 9-27-88 yrs. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Singer Latvia Naturalized 
13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 


Fritcis Maurins Maria Motte 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes pive war or dates of service) 


no pl 7-600} Records, Springfield 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] f 


MSE INS De 
PART |. DEATH WAS CAUSED BY: 
_"*“INMEDIATE CAUSE (a) Bronchopneumonia and uremia days 
Ht lf CX DUE To 


Conditions, If any, which wm Nephrosclerosis _ years— 


gave rise to Immediate DUE TO 
cause (a), stating the 4 
underlying cause last. «__Generalized arteriosclerosis 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) [19. Petaunote 


ves[] NO PY 


\ 
: 


rbon papers. Pages 1 and 


and if anyevent, within 72 hours after death. 


ithin : hours after death. 


pletely filled in by the funeral 


: The law requires that the death certificate be executed w 
cremation, or removal, 


of Health prior to burial 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING [9 CAUSE OF DEATH 
(IF EITHER, NOTI IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work} at work [_] 


21. | certify that (I) (this hospital) atten 4 the deceased from. AS t 19___, that (1) (we) last 
saw the deceased alive on. iim 19_____, and that death occurred Pian MM the causes and on the date stated above. 
228. i 22d. DATE SIGNED 
sie 7 Ane 1 bintoror C] PHYS. 8-19-65 
220. PHYSICIAN'S 22d. ADDRESS oOpringiield State Hospital 
(ye) Antonius Gla aDe | Sykesville, Maryland 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) ‘Gtate) 


REMOVAL (Specify) 1/6 Rock Creek Cemetery | Washington, D. C. 


24. FUN TPR ADDRESS 25a, REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


was Log. 2 yomlG 23 1965 | flee Judge 


After this certificate has been si 
MEDICAL CERTIFICATION 


filed with the State Dept. 
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TO HOSPITAL OR ATTENDING PHYSICIAN 
should be 


MARYLAND STATE DEPARTMENT OF HEALTH 
1658s" OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
i 


omy 


= CERTIFICATE OF DEATH 5) 3924 ri 

= 

2 I. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
#es2 ee a wy, b. COUNTY 

2738 Oy MARYLAND LAPRE ZAUP —renblt “CARROL 

bad Ka b. CITY OR TOWN (If outside cor; ports limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside c: ate limits, write RURAL ‘and give nearest town) 
3s ra write RURAL and give nearest town) 

= 3 WESTIN INS LER. 2 Les. 1 fUES TON STER_ 

gaa d. NAME OF HOSPITAL OR INSTITUTION# not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
22 a : j e : 

eRe 8S WINCHES LOR, _ SPOR ae WINCHESTER AVE | vs nod 
Sse eee First . Last A’ Oy DATE Month Day —“Year 

cy > 

ese (Type or print) ae, YES TE AULLA db Al | Bam beth JSUGUL 7 w6Ss 
Sas 5. SEX 6. COLOR OR RACE | 7. MARRIED [-) NEVER ea Le, DATE OF BIRTH 3. AGE aed TFUNDER 1 YEAR iF UNDER 24 HRS, 

'y) |Months | D: Hours | Min. 
ete NALE  \ WA 7e | woul ica | B 5 en eee er | 
= 10%) USUAL OCCUPATION (Give kind of orkdone) 10b, KIND OF BUSINESS OR IL Bi hase if State, or foreign country) | 12, CITIZEN OF WHAT 


duping most of wi life, even If retired) 


3. FATHER'S NAME - — (tele a ig <3 “SG. 
CHARLES Wi. M2 MILLAN GEORGIA F?- TAKROR, 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT 


(Yes, no, or unkown) | (If yes give war or dates of service) i. 2 hs. UT BANDE 37/6 hoe VLDING- AVE. 


18. CAUSE OF DEATH [Enter only one cause, per line for (a), (b), 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


ys DUE T " =, : 
Conditions, if any, which ( / ul a 7 
gave rise to Immediate A 
cause (a), stating the ( DUE TO ve We ha 


underlying cause last. (©). 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


ysic 
le: 
al 


f 


INTERVAL BE 
ONSET AND DEATH 


ind (C).J 
a 


transit permit. Then 


19. WAS AUTOPSY 
PERFORMED? » 


yes [} no [Z| 


ificate has been signed by the attending ph: 


20a. ACCIDENT WAS UNDERLYING Ae] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTI! IEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED {20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
while rote while oO factory, street, office bidg., etc.) 


MEOICAL CERTIFICATION 


After this certi 


21. 1 certify that (1) (this h 


saw the deceased alive o 
22a, A 


ospital) rm he degea 


4 es 


22c. PHYSICIAN'S 
NAME (Type) 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 
director, page 3 should be detached for use as the buri 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 


23a, BURIAL, CREMATION, "1 NAME fae ETERY OR 23d. LOCATION (city, tow or county) (State) 
EMOVAL (Specify) 
At 


TO HOSPITAL i ATTENDING PHYSICIAN: The law requires that the death certificate be executed within é hours after death. 


24. FUNERAL DIRECTOR 


a + 742i )2 1 Per 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 


oh 


M DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, eer 
7 imp BA 
Z) ie. CERTIFICATE OF DEATH ‘ 
22 By 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
tle: a. COUNTY B a. STATE b. COUNTY ’ 
Sis arroll MARYLAND Maryland Baltimore 
eh aS b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Ilmits, write RURAL and give nearest town) 
Bee rier fe RURAL and give nearest town) 
«3  |Woodbine~ Sykesville lyre Edgemere 
3 ae d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e Lae a 
eral ¥ 
eae Golden Age Guest Home, Woodbine 3112 Lynch Road, 21219 ves(]_nofe] 
BS= 3. WAME DE First Middle Last 4. DATE Month Oay ‘Year 
= (lype or print) ADDIE MAY MERRITT oeth §=—s August 29— 19 65 
a 5. SEX 6. COLOR OR RACE | 7, marRieD %. OATE OF BIRTH 9. AGE (In years | IFUNOER J YEAR |IF UNDER 24 HRS. 
(F: ep [] NEVER Marrieo [J last binthaay) Months | Days | Hours | Min. 
are ; Female White WIDOWED dworceo[_]| January 3— 187 yrs. 
10a. USUAL OCCUPATION (Give kind Pe 10b. roe Sie feo OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, oven sisted COUNTRY? 
Maryland U.SAe 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Peter Fisher Mill 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) | {If yes pive war or dates of service) 


No 20-46-0935 |Son, John A. Merritt 
18, CAUSE DF DEATH [Enter only one caus) ? r line for (a), (b), and (c).] 
Oo CRO AR. Y Til EARC 10 4) 
Lf } 
Cenditions, If any, which oe i S, Cr VD. 


gave rise to Immediate NETO 
cause (a), stating the Panay SO a. - 
underlying cause last. ©) a. DiABE a LO LYE cat, 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


29 Broadship Road 


ry 
a 
8 
eS 
a. 
2 
S 
1s 
= 
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Ee 
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2. 
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Pa 
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Ss 
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|, cremation, or removal, and in al 


Yes [[} NO=f5p 


20a, ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [} CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year 
Hour a.m, 


20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part I or Part 11 of Item 18.) 


20d. INJURY OCCURRED 


While Not While 
at work |} at work 


206, PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


that (I) (we) last 


22a. SIGNATI =a OATE SIGNEO 


, Sn pane cit Tigo So 
22d. AOORESS 
>" VLA 


AEF vice 


page 3 should be detached for use as the bur 


should be filed with the State Dept. of Health prior to burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


22c. PHYSIGTAR'S: 
{SME OR! Rs. Ce Mek, 


23a, BURIAL, CREMATION,| 23b. OATE THEREOF 23c, NAME OF CEMETERY OR sata 23d. LOCATION ate town or county) (State) 


Burial” te 1=1965| Oak Lawn Rasterm Aves Balto. Mde 21224 


FUNERAL DIRECTOR ADDRESS 


_ Burial __|_ Septe 1=1965! _ 
24. 25a, REC’O BY REGISTRAR| 25b. .REGISTRAR’S SIGNATURE 
ve ais  |JOHN J. DUDA 7922 Wise Aves Dundalk, Mde 21222/SFP 2 1965 f Charnbig Jacdge, 
20M 1/65 + = 


g 


Page 4 may be retained by the hospital or attending physician. 
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director, 


= 


72 hours after deat! 


etely filled in by the funeral 
bon papers. Pages 1 and 2 


lease rei 
and In an 


f 


-transit permit. Then 
, cremation, or removal 


The law requires that the death certificate be executed within 5 hours after death. ‘ 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


director, page 3 should be detached for use as the bi 
should be filed with the State Dept. of Health prior to buri 
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VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE a var LAND 


10563. CERTIFICATE OF DEATH 1392! 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before Admission) 
a. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland Montgomery 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Tins write RURAL and give nearest town) 
write RURAL and give nearest town) 
Rural--Sykesville ly. 9m. 4d. || Silver Spring eos), 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADORESS e. Hae 
‘\Springfield State Hospital 806 Midland Road vesl] nol? 
3. be First Middle Last 4 mBre Month Day Year 
{ype or Print) Belva Mary Monroe DEATH 8 9 1965 
5. SEX 6. COLOR OR RACE | 7. MARRIED |] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR|IF UNDER 24HRS. 
' Fae O last birthday) (Months | Days | Hours | Min. 
female white wipoweD [7] pivorcen fx] | 1/17/89 yrs. 


10a. USUAL OCCUPATION (Glve kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY . COUNTRY? 


Saleslady Kansas USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Henry Burcham Sims 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) _ 3 : 
no | 451-50-2209 Springfield Hospital records, Sykesvill 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] “INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: 5 ‘ ere ai 
 DEATMMEDIATE CAUSE (a)___Arteriosclerotic heart disease Years 
Va / DUE TO ' 5 
Conditions, If any, which w__Coronary arteriosclerosis Years 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (e). = 
& | PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TQ THE TERMINAL DISEASECONDITIONGIVENINPART1(a) 19. WAS AUTOPSY 
ElChronic brain syn ir rebral arteriosclerosis without t Soe tee 
2 qualifying phrase» ts [NOT] 
| 20a. ACCIDENT WAS UNDERLYIN' 200.1 DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part | or Part II of Item 18.) 
& | OR CONTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
 |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County Gtate) 
8 Hour a. i while Not wate — factory, street, office bidg., etc.) 
= 19 at workL_} at work [_] 
21.1 ro that sit (this heii a the deceased from___11/5/ ___, 1%63_, 1965_, that # (we) last 


and that death occurred ats 40M, tréi the causes and on the date stated above. 
22b. DATE SIGNED 


ENDING STAFF 

SD mo. PHY CO Biector C1 pre, Gel | 8/9/65 

Fea ADRESS Springfield State Hospital 
Sykesville, Marylang 

| 23c. NAMpOF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


Washington 


D 
25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


oateAUG 1 2 jst rb Ds a 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 
REMOVAL (Specify) 


Cremat tion paace 


\Lees Crematory 
24. eas DIRECTOR 300 4% sf. EE 
ftineret Le 


D 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


M 10564* __ CERTIFICATE OF DEATH 3031) 


Fy 8x ~ = AVe 

= 23 1 cee OF ns “USUAL RESIDENCE (Where docessad lived, If institution; Residence before admission) 
25 a a. STATE b. COUNTY iG 

g BNE Akkol] MARYLAND Mae yland_ __ CAPRO/ | 

Ee | b. CITY OR TOWN [if outsida corporete limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (itfoutside corporeia limits, writa RURAL end give neerest town) 

~~ 350 on eee and aap rat ? Mm an x Ro 4 j AY k V j | 

Sec u - esvs jie ths | TAL — esvi tle Rape nen | 

£ 9 ae d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d, STREET ADDRESS “4 aie: Is RESIDENCE 
28e 
= sf ) A rf 
Sate f th Chgeo/| Hi lan Ls Ro Ae 1) Buf CreRel| KWVd S R ws 7] No Bd 
2 5 = ar ‘acpi OF First od Last | 4 eee Month Day 
2oanr SED d 
ay ton pion C9 en Bele ek Bela. Moore _| | DEATH 5 ust 2g Ep 
y 2 5. SEX 6. COLOR OR RACE|7, MARRIED [never de aa | 8. DATE OF BIRTH - 79. AGE (in a a WF UNDER 24 HRS, 

Months ays Hours Min, 

5 M ple W h 1 te. wioowen [¥L___ivorceo (] Ee J0- KD WOR yn. | | 
5 Wa, USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | il, BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


e during most of working life, even if retired) 


2. tite, Stope Liguok. ae Kentucky 2 eee 


HER’S NAME 14, MOTHER'S MAIDEN NAME 


WS R. Moore ie eink Askin. 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


“vyeor" Wide le299-03- 363/| Me. Q; rie ve Pees , Sybes ville ids 
INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (c).) 


PARTI OATH Meoiate caust @ Cardiovascular Disease, Chronic, Arteriosclerotic Several] year 


ONSET AND DEATH 


© DUE TO 


I-transit permit. Then please remove ¢g 


has been signed by the attending physic 


ATIENDING PHYSICIAN: The law requires that the death certificate be exe 


e: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eve 


s M.D. | PHYS. BiRecTOR a PHYS, oO 


"| 22d. ADDRESS — 


ie 

s 

rd 

Pa 

23 

a 

a 

2 Conditions, if eny, which wArteriosclerotic Heart Disease Beat as 

Vom geve rise to immadiats cause 

23 le}, sfetings ihesandervingats, CPE LO 

3 ge cous ast «)Hypothyroidism due to unknown cause ae to 

Re ie Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ia)| 19. WAS AUTOPSY 

Bags CONTROLS DEAS! 

238 2 

ges el > : a Pie ies SF mad an ee ves E} no fg) 

2$2  [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neiure of injury in Pert | or Part Il of item 18.) 

ous & | OR CONTRIBUTING [] CAUSE OF DEATH 

as © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

B82 < 20. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home - 20f. (City or town) (County) ~ {Stete) 

3< & Fay Hour a.m. While Net While | fectory, stree!, olfice bldg 

£ ee g a. 19 et work [] ot work [_] | 

208 21. | certify that (I) (this hospital) attended e deceased from.. /yUNnS 4 10.29, /ANE, 05... 19.2.2, that (1) (we) last 

223 aliye, on... PS ANG /65....1P. ooo. , and that death occurred 4 at'7330ANom Protester andoont iheudsie siagtighore 
— a ae bt 22b. DATE 

ae ATTENDING STAFF SIGNED 

o 
3 


Hee g 
Boe ie.” Hy Lawson, M.D. _._RD #2, Box 54, Sykesville, Maryland. 21784 
nek zy ‘23a. moval wearers 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY WR LOCATION (Ci jown or county) ~~ 
o*e* AT \9-1-6s d. Cemetery +. Falk, Ohio 
t 24, FUNERAL DIRECTOR'S SIGNATURE, posts 25b, TRAR’ Sp SIGNATURE, 
a Sele 7 lacie ta Pert Dis Giige 


xecuted within 24 hours after 
if anglcpm 


s the burial-transit permit. Then please remove\carbon 


| or attending phy: . 
‘ate has been signed by the attending physicia 


be filed with the State Dept, of Health prior to burial, cremation, or removal, and in any event, withi 


death, Page 4 may be retained by the hos 
TO FUNERAL DIRECTOR: After this cer: 
director, page 3 should be detached for use a 
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ENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10565 CERTIFICATE OF DEATH 138 31 


as cnr DEATH i Ea 2. USUAL RESIDENCE (Where deceasad lived, If institution: Residence before edm' in) 
* @. STA; b. COUNTY _ " 
Carroll MARYLAND faryland Frederick 


b. CITY OR TOWN (if outside corporate limits, ~ | ¢. LENGTH OF STAYIN 1b | ¢. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL end give neerest town) 


_Sykesville | 5 years,5 mo, Adamstown -Rural 


d, NAME OF HOSPITAL OR INSTITUTION {if not in hospital, giva streat address) “d, STREET ADDRESS : IS RESIDENCE 
‘di ON A FARM? 


Springfield State Hospital ee ere ee 
pede First 7 ‘Last 2 ae ‘ Month 
(Type or print) __ Silas Edgar Murray | DEATH August Boe Lis 
~ SEX ]6. COLOR OR RACE|7 MARRIED O NEVER MARRIED [-] | ®. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


‘ ql P dott Mths i" shacika| Beye | fleas 71 aa 
Male | White wipoweD vivorceo (| 4-5-1982 83 | EE Mara - 


We, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or forsign country} 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even it retired) 


Carpenter _|Rail Road Frederick County, Md. | U.S.A. 


13, FATHER’S NAME "| 14. MOTHER'S MAIDEN NAME 


Charles Murray Ella Bussard 
Ts. WAS DECEASED EVER IN U.S, ARMED FORCES? “Hs SOCIA\GECURITY NO.) 17, INFORMANT _ Address 


pie areas mar reo Mraraire ater Setetclce es) Oy ieee 203 Records ; Springfield State Hospital 


YO eed 


~ ONSET ANO DEATH 
PART |, DEATH WAS CAUSED BY: on 
IMMEDIATE CAUSE (2}__ ZUM ON | ~ - | 


iP +X DUE TO 
Conditions, if eny, which (b) 
geve rise to Immediats ceuss 
(0), steting the underlying ¢ CUETO 
couse lest, {c) | 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ife) 19. Lea Gu 


OLY SG, beBLTeRIOSCLEROSIS ves []_NO bd 
20s. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert It of item 1B.) J 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yaar 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, j 20f. {City or town) (County) = (State) 
Hour a.m. While Not While factory, straat, office bidg., etc.) J! 
9 at work [_] at work 


. | certify that (I) (this hospital) attended the deceased from. 8 wee 19.522, that Q) (we) last 
saw the deceased alive on. "t 19.6 , and that death occurred at. Up. .M, from the causes and on the date stated above. 


le Gaia ATTENDING, MED. STAFF 7 SIONED 
Ad mo. | PHYS.) pirecron [] PHYS. C}  Anpust 21,1) 1988. 


22c. PHYSICIAN'S ; 5 the 22d. ADDRESS «Springfield State Hospital 
RANE rea eA Gpetur ; oe ¢ 


| 18. CAUSE OF DEATH [Enter only one oes Tine for (e), (b), end (c).] T INTERVAL BETWEEN 


MEDICAL CERTIFICATION 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or aa 


“Burial [Auge 2h—1965 |lMt. Olivet Cemetery Frederick, Md,2170L 
24 FUNERAL DIRECTOR'S SIGNATURE “Jz ADDRESS ge pel 2Se. REC'D BY REGISTRAR | 25b. REGISTRAR'S ‘lag Neg 


eas had 
M.R.Etchison & Son Frederick- Mde2170L |,AUG 24 1965 Ya tery 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


papers. Pages 1 ani 


letely filled in by the funeral 
it, within 72 hours after deah.. 


arbon 
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, cremation, or removal, and in 
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Page 4 may be retained by the hospital or attending physician. 


director, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to buri 


< 
= 
a 
2 
= 
a 
bo. 
eS 
3 
= 
@: 
2 
= 
ro] 
2 
oa 
oop 
on 
2 
3 
@ 
= 
= 
a 
e 
7 
@ 
2 
2 
3 
cS 
2 
3 
3s 
= 
ne 
oS 
S 
2 
23 
= 
. 
3 
= 
=< 
e 
So 
= 
o 
a 
= 
a 
= 
= 
oe 
or 
=z 
= 
= 
2 
= 


VR AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10565 CERTIFICATE OF DEATH 3932 


1. ee Ry DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a, STATE b. COUNTY 
CHEF £4 MARYLAND Lith Yeti CAR K. OLE 


b. CITY OR TOWN (if outside corporate limits, | c. LENGTH OF STAY IN ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and A nearest town) 


write RURAL and WIV: <5 town) Zz # PS AWEW WiN2S6R 


Me & 5 OF 
OF Kae OR INSTITUTION (not In hospttal, give street address) ||'d. STREET ADDRESS 2, 1S RESIDENDE 


HIGH S 7. ew Si ves] no Dt 
3. ee First Middle 4. BATE Month Day ‘Year 
(Type or print) Kl 77Y KooP NUS Boom | DEATH ALG SH CS” 
5. SEX 6. COLOR OR RACE 


7. MARRIED. 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR [IF UNDER 24 HRS, 
[Dy Never married [7] last birthday) | Months | Dass 


Hours | Min. 


F 


wines pworceo[ |W 3d, /FG9O 


| 10a, USUAL OCCUPATION (Give kind of work d 10b. KIND OF BU: ‘County i , CITIZEN OF WHAT 
during most of working i fo, even it retired) INDUSTR SINESSIOR TEAST LENOE A enn ue COUNTRY? Hs 
ys L716. AS 7 
13. FATHER’S NAM 14. MOTHER’S MAIDEN NAME 
VoHN LF IAWNMIE PEVILBISS 
15. WAS DECEASEDEVER INU.S. ARMED ie OC IAL SECURITYNO. | 17. ane ‘Address Jib 
(Yes, no, or Pe Pee ie eae re 
LB-2Y¢-SLEROT AWM ALEM SON FOCKViLL 


18. Ye OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN | 
PART |. DEATH WAS CAUSED BY: ONBELANDIB EAL 
IMMEDIATE CAUSE (a) | ho nA 


T ] DUE To a a 
Cenditions, If any, which b) 

gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. (c) 


Fy PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) | 19. tee as 
= een! 

S ves] No 
= 

= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part II of Item 18.) 

| OR CONTRIBUTING [] CAUSE OF DEATH 

© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
= Hour a.m. a factory, street, office bidg., etc.) 

a while Not While 

= p.m. 19 at work oO at work oO 


21. I certlfy that (I) (this hospital) attended the deceased from. that (I) (we) last 
saw the deceased alive on. = 19 and that|death occurred a vv anaes the cafists ll on the date state; 7963 


22a, SIGNATUR DATE SIGNED 
o ES * ATTENDING MED. STAFF 7 9G 
SD.D._ PHYS. pinector [] pays. [1] 
22c. PHYSICIAN’S: 


is Fe 


hace ee se LEW S 


= = 
23a, BURIAL, Cig | 23b. DATE THEREOF NAME OF CEMETERY OR CREMATORY . LOCATION (City, town or county) (State) 


PLA Ba SEPT 2, est UWE STPALWS TER We ST MYST ER  LaD 
24. FUNERAL DIRECTOR 25a. |ATURE 


me REC'D BY REGISTRAR | 25b. REGISTRAR’S SIG 


haves, Tos Macleod gen 9.1965 gle a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Beste 


© 


a 67 CERTIFICATE OF DEATH idJdd 
= Ss 
s ges 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlsslon) 
b Mies &. COUNTY a. STATE, b. COUNTY 
& 27 Carroll MARYLAND ryland rederick 
s Es 'b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
e B < 2 write RURAL and give nearest town) ¥ 
Ss £8 Sykesville 19yrs.Imos.6dys. Humitsburg 
Seed Sa d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. aenecote 
=o 
ee Springfield State Hospital p= yes] nofad 
= s 3. cee ory First Middle Last 4. ae Month Day Year 
is S (Type or print) MARY B. OTT DEATH AUGUST 2 19 65 
B sot 5. SEX 6. COLOR OR RACE |7, MARRIED [X] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In. years | FUNDER 1 YEAR|IF UNDER 24 HRS. 
3 sen fast birthday) (sionths | Days | Hours | Min. 
& Es Female | White WIDOWED [7] pivorceo[-]| 10-5189), yrs. | 
hr oc 1Da. USUAL OCCUPATION ii kind of workdone| 10b. bate or eu SS OR ‘IL. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
2s 3 23 during most ba as even If retired) COUNTRY? 
° 38 ousewife Maryland U.S.A. 
8 eg 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= SS 
2. BFE James Elder Sarah Smith Hess 
&s 2 ana 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
s a s eT hd unkown) feleeo indignant Re as s a field St. te H it 1 
Ss See nee Sone: tots) pring i: osp1ta. 
by os 2 
Ps 255 18. CAUSE DF DEATH [Enter only one cause per line for (a), (0), and (c).7 INTERVAL BETWEEN 
2.338 ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
oe ay 5 g IMMEDIATE CAUSE (a) ACUte pulmonary embolism, source unknown 
ore if 
53 bss Se Mi DUE TO 
8 3 Conditions, If any, which ) 
S = gave rise to Immediate 
2: - cause (a), stating the ( DUE TO 
i underlying cause last. 
= ne a (c). 
= s T, iniomot IGNIFIC) Ree CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIDN GIVEN INPART 1(a) | 19. Res AS AUTOPEY” 
2 3 chizophrenic react: on, paranoid type YES oy no CJ 
= cs 20a. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part {1 of Item 18.) 
° OR CDNTRIBUTING [7] CAUSE DF Di 


(IF EITHER, NOTII EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 
p.m. 


19 
21. | certify that (I) (this hospital) ai the deceased from 
saw the di ee alive on 2-6 19_____, and that death pccurred a 


22a. SIGNA ; a 
22c. Scie Ss 
NAME (Type) Antonius a 


23a, BURIAL, CREMATION, 23b. DATE THEREOF 
REMOVAL (Specify) 
Buri. 


2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, 
while Not While factory, street, office bidg., etc.) 


at work at work 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


19___, that (1) (we) last 


‘om the causes and pn the date stated abpve. 
22. DATE SIGNED, 


Ye NS) Bintctor C) PAYS. F at ee 
ig ADDRESSSpringfield State Hospita 
+h Sykesville, Maryland 


23c. NAME DF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


should be detached for use as the b 


ge 3 
should be filed with the State Dept. 


EI 


tor, Di 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
direc 


of roa ere Aves —lin1965 | St, Joseph's Catho}ic, woe on egg age 
wmse | Lene E Viho Lebuseihf oA 41965 fC EG 
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s 
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Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


ve AIS (4) 


20M 


=" 


MARYLAND STATE DEPARTMENT OF HEALTH 
1h5tS OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
G 


a 
Po) CERTIFICATE OF DEATH 53934 
228 L FUAGE ne DEATH 2. USUAL RESIDENCE byes deceased lived, If institution: faliem before admission) 
eS a A Es b. COUNTY, 
ane ALR abd COW, MARYLAND ZURLLA, CAL ROLL 
pa aS b. pees a iisoor pai“ LENGTH DF STAY IN 1b || c. CITY DR TOWN (If euteiee LD. Timits, write RURAL ant fa nearest town) 
Boe ni 
2°38 es. DESTOUM STE IE 2. 

s . We ne OP HOSPITAL DR INSTITUTION (if not in hospital,glve street address) || d. STREET ADDRESS 8. Pare ees 

HOkk OW LOCK AVE. 25 follow [ork AVE 10 wh. 


3. NAME OF First Middle Last 77h DATE Month Day Year 


tithe TWouas  — AYerery | tm Jue 7 vk 


5. SEX 6, CDLDR DR RACE | 7, wARRIED (NEVER MARRIED [-] | & Ae OF sin 9. AGE Bed TUNDEH IER PF URDERS Fs) 
Ss ry: ‘$ a 
LOT 2 SIN | 


12. CITIZEN DF WHAT 
during most of working life, even If retired) COUNTRY? 


f= 


13. FATHER’S NAME 14. MDTHER’S MAID! 
YW 


hates crs shed ‘eh Slee 16. SDCIAL SECURITY ND. | 17. intone : ¢ 4 OMG, Address SST? WL OW ROCK 


(Yes, no, or unkown) | (If yes give war or dates of service) 
yp ie Id SE. 274) MZ LURS.C MABEL PICKETT WEST STER 
As CAUSE OF DEATH [Enter only one cause, Mine for (a), fb), and (c).. likes BETWEEN 
roreomeste, (OZ 4 abe Veal hi ecellDdbial| 
oft ‘ 7 


is DUE TD 
Cenditions, If any, which (b) 
gave rise to Immediate 
cause {a), stating the DUE TO 
underlying cause last. (©). 


PART II. OTHER SIGNIFICANT CONDITIDNS CONTRIBUTING #6 DEATH BUTNDT RELATED TD THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


A a wipoweo [] —_—oivorceo 
| 10a. USSAL OCCUPATION (Give kind of work | 10b. ia pices NEES OR | 11. BIRTHPLACE (County & State, or foreign seri 
STI 


-transit permit. Then please remove carbo 
, cremation, or removal, and in any event, 


19. was TOPSY 


ERFORMED: 
yes[] N 

20a, ACCIDENT WAS OR RUAN a i 20b. DESCRIBE HOW INJURY DCCURRED, (Enter nature of Injury In Part | or Part II of Item 18.) 

OR CONTRIBUTING [1] CAUSE OF DEATH 


(IF EITHER, NOTIFY AYEDICAL EXAMINER) 


20c. TIME DF INJURY Month, Day, Year 
Hour a.m. : 


20d. INJURY DCCURRED 


While Not While 
at work [_] at work 


factory, street, office bidg., etc.) 


, 19 b 4 ip Ly 7, , that (1) (we) last 
"and that defth Secured a irom By y/causes and on the date stated above. 
22, DATE SIGNED 


FN pe) Bntioror C) PHYS. Fol ¥ S-7-éS 


lA ‘ADDRESS 


1352 MA Sh PYL STH 
alae CREMATION, 23b. DATE THE 23c. NAME OF CEMETERY OR Se y,| 23d. LDCATION aes} town or county) Gt 5 
OA | Ise AVAORS VALLE SVL fo. AD. 


Co py, veto irn Batt te a 


MEDICAL CERTIFICATION 


20e, PLACE DF INJURY ate) 2pFf. (City or town) (County) (State) 


director, page 3 should be detached for use as the b 
should be filed with the State Dept. of Health prior to buri 


1/65 \ 


The {aw requires that the death certificate be executed within : hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


oh 


Oe 
= CERTIFICATE OF DEATH 13935 
2g 
22 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
2s 8. COUNTY e. STATE b, COUNTY 
27s Carrol} MARYLAND Ma ry and Washington 
Sow b. CITY OR TOWN (If outside corporete limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN Uf outside corporete limits, write RURAL and give nearest town) 
J 
BE 2 write RURAL and give nearest town) f 
273 Sykesville yYe3mos L5dy: Hagerstown ~/93 “ 
3 on d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS 8. Ree 
=e . . 
ese Springfield State Hospital 415 W. Franklin Street | vesL]_nofgl 
285 3. pe as First Middle Last 4 DATE Month Day Year 
2 a 
ese (Type or print) MARIE ELENA POTTER DEATH Au 12 19 
ge 5. SEX 6. COLOR OR RACE | 7, MARRIED fr] NEVER MARRIED [_] | & DATE OF BIRTH 9. AGE (in years [TF UNDER 1 YEARIFUNDER 24 HRS. 
s F le White wi00weD [-] Sepawvorceo 8 27-20 last birthday) |Honths | Deys | Hours | Min. 
a0 ema, ol (= yrs. 
eES= 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR Ii. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
ct 2c during moo working life, even If retired) INDUSTRY P COUNTRY? 
Sas lone ennsylvania ey 
Aa 13. FATHER’S NAME 14, OTHERS MADER NAME 
SS 
=& Albert Garelak Juliette 
ae 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address 
zo (Yes, no, or unkown) | (Ifyes give war or dates of service) 
5s No 196-18-0221__| Records, Springfield State Hospital ———_ 
23 18. CAUSE OF DEATH [Enter only one cause per line roma (b), and (c).1 ent 
25 PART I. DEATH WAS CAUSED BY: onchopneumonia Cg 
§s IMMEDIATE CAUSE (a) 
ag ‘ p 
DUE TO : 
Conditions, IF any, which * Bilateral tronchiectosis Years 


gave rise to Immediate 

cause (a), stating the DUE TO 

underlying cause last. {c). 

PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) 
Schizophrenic reaction, chronic undifferentiated type. 


19. WAS AUTOPSY 
PERFORMED? 


yves[] No FS] 
20a, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part 1 or Part 11 of Item 18.) 
OR CONTRIBUTING [} CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) Gtate) 


Hour a.m. factory, street, office bldg., etc.) 
p.m, 
21. | certify that (1) {this hospital) attended the deceased from. ==. 19___., that (1) (we) last 


saw the depgased alive on——t=L2—65 19 _, and that death occurred EDLY the causes and on the date stated above. 
22a,_ SIGNAT| | 22. DATE SIGNED 


Dy Ae tyr acy STE" (Bier CBM | 8-13-65 
22c, PHYSICIAN'S on abpress” Springfield State Hospital ° 


MEDICAL CERTIFICATION 


while Not While 
at workL ] at work [1 


19 


should be detached for use as the b 


page 3 
should be filed with the State Dept. of Health prior to burial 


NAME (Type) Antonius Glahn Dd. 


20. BURIAL Fin 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) (State) 
pec ; : . 
Buria 8- 16- 65 Brownsville Cemetery Brownsville Washs Coe MM 


irector, 


d 


25b. REGISTRAR’S SIGNATURE 


fronton Jeep 


24. FUNERAL DIRECTOR "ADDRESS 25a. REC'D BY REGISTRAR 
John H. Bast, Jr. 112 N. Main St. canon at SiG 18 1965) 


15M 4-64 \\ 


ook 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, meg 


10570 CERTIFICATE OF DEATH 


by the funeral 


Pages 1 and 


arbon papers. 


< 


ician ant\ completely filled in 
and in any’event, within 72 hours after dea 


ing. ph 


(Yes, no, or unkown) | (If yes give war or dates of service) 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissiony” 
— a. STATE b. COUNTS . . 
Carroll MARYLAND Maryland altimore City 
b. CITY OR TOWN (If outside corporate fimits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 2 
-Rural-Sykesville 24y. 8m. 16d.| Baltimore eol-y 
d. NAME OF HOSPITAL OR INSTITUTION {if not in sect nD Street address) |) d. STREET ADDRESS 6. Be 
Springfield State Hospital 5321 Maple Avenue ves(]_ nol 
NAME OF First 
EME ED rst Middle Last 4. Hes Month Day Year 
(Type or print) Grace, - Rhodes DEATH 8 12 1965 
SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[] | & DATE OF BIRTH 9. AGE (In. years |IFUNDER 1 VEAR|IF UNDER 24 HRS. 
last birthday) [Months | Days | Hours | Min. 
white wipoweo [—] DIVORCED 10-6-04 ma 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working !ife, even If retired) INDUSTRY COUNTRY? 
. 
Hashem Work Maryland U.S.A. 
13. FATHER’S NAl 14. ones MAIDEN NAME 
wate, Hews Lucy Holtz 
15. WAS DE{ DEVERINU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 


law requires that the death certificate be executed within g hours after death. 


or attending physician. 


ificate has been signed by the attend 
uld be detached for use as the burial-transit permit.. Then pleaseaxgmoye ¢: 


he State Dept. of Health prior to burial, cremation, or removal, 


MEDICAL CERTIFICATION 


None Springfield Hospital Becupds » Sykesvill 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] ey Hie 
PART 1. DEATH WAS CAUSED BY: 
|), IMMEDIATE CAUSE (e) Geek. Lia = Pee es Months 


- fo DUE 1D 


Ae 
Conditions, if any, which ) Vtg en ha sggplbns) Years 


gave rise to Immediate 
cause (a), stating the ( OVE TO 
underlying cause last. (©) 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITIONGIVENINPART1(@) [19. WAS AUTOPSY 
CBS with central neryous system syphilis, meningoencephalitic, ves ["] no Df 
208, ACGI AS UNDERLYING ( 

DR CONTRIBUTING CAUSE OF DI 

(iF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year 
Hour a.m. 

p.m. 

21. | certify that Gt (this has) attended the deceased fro : 4. 19¥e, E/r2 196 5 that (I last 

saw the deceased alive on 19.6 5, and that death occurred t3 "am, aa the causes and on the date stated“above. 

22a. SIGNATURE 2b, DATE SIGNED 


2: 
: RE ee a wo, SAB" Mare EAE we ea fos 


te. TAME {Tye} 4 a es uringfield State Hospital 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part 11 of Item 18.) 


20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, 
while Not White factory, street, office bidg., etc.) 


at work at work 


20f. (Clty or town) (County) (State) 


19. 


Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this cert 


should be filed with t 


TO HOSPITAL OR ATTENDING PHYSICIAN: The 
director, page 3 sho 


Ys town Or county) 


ewinaines 


~ REC'D BY REGISTRAR | 25D. REGISTRAR’S SIGNATURE 


REMATION,| 23 


Ih. OATE THEREOF (State) 


vate ALIG 19 _ nT 


= 


ers. Pages 1 and 2 
72 hours after deat! 


api 


lease remove J 


f 


physician and completely filled in by the funeral 
|, cremation, or removal, and in any eyg 


in 


-transit permit. Then 


After this certificate has been signed by the attend 


Page 4 may be retained by the hospital or attending physician. 


director, page 3 should be detached for use as the b 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within é hours after death. 
should be filed with the State Dept. of Health prior to buri 


TO FUNERAL DIRECTOR: 


VR ALB (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10571 CERTIFICATE OF DEATH 13937 
1. PLACE ha DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUN a. STATE b. COUNTY 


Geel} MARYLAND |!_Maaryland Washi neton Fee. ne ke a 
b. CITY OR TDWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b {| c. CITY OR TOWN (If outside corporate limits, write RURAL and glve nearest town) 
write RURAL and give nearest town) 


Sykesville 25mos «1. dys! agerstown 
. # STRE! 


AME OF HOSPITAL OR INSTITUTION (if not in ei ae street address) ADDRESS e. Pag ee 
Springfield State Hospital yes(] nox) 
3. NAME OF 
DECEASED = First Middle Last 4. ca Month Oay Year 
ype or prin te Ann Ri ; 19 
5. SEX 6. COLOR OR RACE 8. fa OF BIRTH 9. AGE (In Years TFUNDERT EAR |IF UNDEI HRS. 
last birthday) | Months | Days | Hours | Min. 
Female te WIDDWED yy} DIVORCED [_] enki 79. 86 yrs. 
10a. Fae veatioT (ere kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Housewife Maryland te A 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Charles C. Spessard Cora Alice Sumen 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) yosts" dates of service) 
None i 1 : pital 
18. CAUSE OF DEATH [Enter only one cause per Ilne for (a), ¢b), and (c).7 INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: + eed) 


IMMEOIATE CAUSE (a) Heart failure due to arteriosclerotic heart disease years 
si DUE TO 
Serer gas tore: te __Bronchopneumonia_ days __ 
gave rise to Immediate e 
cause (a), stating the DUE TO 
underlying cause last. (o). 


5 PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO 10 THE TERMINAL DISEASE CONDITIONGIVENINPART l(a) |19. aes 
3 ———————eorrr 
s YES no [J 
a = 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
§ | OR CONTRIBUTING [1] CAUSE OF DEATH 
© } (IF EITHER, NOTI IEQICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
2 eae ies cA en whe factory, street, office bidg., etc.) 
a 
g p.m. 19 _|at work] at work 
21. | certify that (I) (this are) attended the wae from__3_22° , 1953, to > that (1) (we) last 


saw the deceased alive pn 


22a. >. , 


22c, PHYSICIAN'S 
NAME (Type) 


1965_, and that death occurred atl s TOM, from the causes and on the date stated above, 
‘AM | 220. DATE SIGNED 

pve SC) Bineoror C) Rive. CH| 8-23-65 

| 22d. ADDRESS Springfield Sta ke Hospital 


23: ne pat t (speclty) ] 23c_, NAME OF CEMETERY OR CREMATORY AA LOCATION ‘City, town or county) (State) 
A spec! 
dvaud fe ve Li Kote Yak LL Lube 
FONERAL DIRECTOR AODRESS 25a. teal BY REG! RY} 25d. Ploy RAR’S SI 


y: AT y eee 
or UG 26 1965_ f° or Jeg 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, _ tO 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 3938 


2. USUAL RESIDENCE (Where “deceased lived, lived, if institutlon: Residence before admission) 


fa] 
[—} 
= 
nn 
= 
=> 


a, STAT b, COUNTY 
MARYLAND 
b. CITY OR TOWN (if outside cor paate limits, c. LENGTH OF STAY IN 1b }) c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL end give nearest town) YERRS Vi Z; Ny, ‘gf, BRILCE 


d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |! d. STREET ADDRESS 8. GAR TEAE REG 


l vesL) nok 
ER First Middle Last 4 DATE Month Day Year 
ttype or print) Vi (ZZ JAM _HE. TALTZEA VE pean oY & 2 19 $7 
5. SEX 6. COLOR OR RACE | 7, MARRIEO [SQ/NEVER MARRIED [_] | 8. DATE OF BIRTH 3. AGE fin years [FUNDER 1 YEARIIFUNDER 24 HRS. 
Va] W wipoweD oworcen ]|FE RB 90-1 FY Lara wats) ays | Hours | Min 


10a. USUAL OCCUPATION (Give kind of work done | 10b. ae OF BUSINESS OR 11. BIRTHPLACE (State or foreign country) 12, Gu ea OF WHAT 


during most of working life, even If retired) PAIL Fe AD PENNA, sh 


13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 


LPN 4 V~E Lt. SPLTIZGAVER ESO 11 IMIVERS 


15. WAS DECEASED EVER IN U.S. ARMED Bee Wane 16. Silo-778 LeU INFORMANT Address 


(Yes, ph ns ees ae service)’ W510 YOR. GOISE SOLTZGAVER UMMM Bhi pee 


18. re OF DEATH [Enter only one cause @ for (a), (b), and (c).1 TRTERVAL BETWEEN 
PART 1, OEATH WAS CAUSED BY: 
! IMMEDIATE CAUSE (6) foge2 Locate) | Te 
42 Of OUE TO 


Conditions, if eny, which (b). 
geve rise to Immediete 
cause (a), stating the ( OUE TO 
underlying couse last. (e). : 
PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL OISEASECONDITIONGIVENINPART l(a) |19. He ae 


yes [7] no B4 


@..... 
to the funeral 


dela 


je State Department 
hours after death. 


es 1, 2, and 


Office along with se PM3. Page 5 may be 


in 24 hours after death. If any 
in Item 18. Give Pa 


"in pen 
Examiner's 


“a 


Chief Medica 


the word “pendin 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
Glee ce ae nes 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, ferm,| 20f. (City or town (County) (State) 
Hour a.m, Not While factory, street, office bldg., etc.) 


A et work D 
21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection xl, Inquiry [_], and in my opinion 
Accident [], Sulcide ["], Homicide [_], Undetermined manner [_] 
r CHIEF MEOICAL EXAMINER [_] 
M.0, ASSISTANT MEOICAL EXAMINER [_] cay: BATE SIeHED 


Here Sey hd daes Bo 


23b, OATE THEREOF 2 Bae. NAME OF CEMETERY OR matter 23d. LOCATION (Clty, town or county) 


65-1965 PY, PE CREEK 


ET a 


iting 


writ 


MEDICAL CERTIFICATION 


of Health or its designated agent, prior to burial, cremation, or removal, and in any event 


director. Page 4 should be forwarded to the 


tetained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 


please execute the certificate, 


= 
a=! 
3 
5S 
3 
3S 
3B 
z 
=] 
2 
o 
2 
3 
= 
c 
3 
2 
= 
E 
2 
- 


s 
RS 
g 
Ss 


at the death certificate be executed within 24 hours after death. 


The law requires th 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, we 


p OS! 
10573 =p, CERTIFICATE OF DEATH 


Ss 
3 ‘3 1 eG ae . USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
2 sy a, STATE b. COUNTY . 
ots ROL) MARYLAND NY arvland Bultimore 
= gs b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bee write RUBAL and give nearest town) ‘ae wi S 
£8 CS bj /0€ ew I hee. Baltimore 21 « 
zB en d. NAME OF HOSP OR mT (If not In arZ I, give street address) || d- T ADDRES: 8 TS FESIDENC 
Eeajc : 2h oc . 
e Ee) t B77 We Pre ld Srate Hosptial 824 Creek Road yes] nope 
as |AME OF First Middle Last 4. DATE Month Day Year 
3a = DEGEASED ’ ’ | OF - 
£5 a AWaeeie Lintte _ Seyvrer, | vai 40_ 19 65 
5 (5. SEX 6. COLOR OR RACE | 7, MaRRIED [-] NEVER MARRIED f5Q] | & DATE OF BIRTH 3. AGE (in years [IFUNDER 1 VEAR|IF UNDER 24HRS. 
of ¥ last birthday) | Months Days | Hours | Min. 
2 Fema/a wale WipowED [7] __ivorcED [J] ~~ GO-5 vis, 
c“>} ee eon he ae ofworkdone| 10b, KIND OF BUSINESS OR 11, BIRTHPLACE es: & State, or foreign country) | 12. CITIZEN OF WHAT 
3 32 during most of working life, even If retired) INDUSTRY COUNTRY? 
a8 SRR AA ten 

od 13. FATHER’S NAME 14, ads AIDEN NAME 

2 

= Aitbpose — SCHR FER " : lane JOU SON. nm 

5 DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ress 
(Yes, no, or unkown) | (If yes give war or dates of service) CZ NES E/E 
LOX. - 20 3/20 9, Mine Ecle lé Hesp, Pecoads 71d: 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (0), and (c).] INTERVAL BETWEEN 


ONSET of DEATH 


PART |. DEATH WAS CAUSED BY: 
; IMMEDIATE CAUSE eae Lev rfan. fe eee; 12. bry 
if a | DUE To 


Conditions, If any, which A eo Gel 2D 
gave rise to Immediate 
cause (a), stating the ( DUE ‘ 


certificate has been signed by the attending ph 


3 
B 
2 
as 
Ee 
3 
Ps 
ebes 
SpuES 
2 or _- 
2 oss 
= 53 
oa 55 
Sao 
= o2e 
= 28 underlying cause last, ) 5 
geese & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THETERMINAL DISEASECONDITIONGIVENINPART 1(a) |19. WAS AUTOPSY 
@ 28s = aoe PERFORMED? 
S823 0 |8IC6S. Lease, ark i Ligkailasces tute, y cyes [] NO 
SESE ~ |= | 20a. ACCIDENT WAS UNDERLYING 200. DES! (OW INJURY OCCURRED. (Enter nature of Injury in Part | or Part I! of Item 18.) 
Sstze & | OR CONTRIBUTING [4 CAUSE OF DEATH 
S23 825 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
258 
4 o PF 4 2 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
= Cty o 
as MSe = Hour a.m, watt Not Whit factory, street, office bidg., etc.) 
> Sos a & 8 oO 01 Me 
Sa £233 = at work at work 
53 2s 2 this hospital) }ttended the deceased from ; Ze, to. F- 22, 1945, that (I)Qwe) last 
= # 
ESess saw the deceased alive on & 19.65", and that death Sanit at ZPM, from the causes and on the date stated above, 
<°onF 228. SIGNATURE ee 22b. DATE SIGNED 
S32 ATTENDING MED. STAFF 
Saage wb Choacet) Mp. PHYS. L-]_pinector C1] Puys. 8/26 Le ‘i 
Sea 0 22¢. PHYSICIAN’ gab 22d, ADDRESS IVGEIElE STATE POSPITA 
bless ] NAME (Type) Sherrill Cheeks, M. D. Stes vile. Marre yland. 
A,2=se 
2& mes BURIAL, CREMATION,| 23b. DATE THEREOF &. NAME OF CEMETERY OR-CREMATGRY 23d, LOCATION (City, town or county) (State) 
ot 565G ),REMOVAL Greet) 
opty Yhle/ 65 Passage a 
2a. FUNERAL TIRELTOR ADDRES 2a. iia Cees Tee sa Dane TQATUR 
YR ALS (4) Yh. Barton = ee leg 
15M 4-64 (Z.B antag tt 4 DATE 
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% MARYLAND STATE DEPARTMENT OF HEALTH 
- DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 7, alien 4 
ivut 


CERTIFICATE OF DEATH 


—y 


aN 
S 
SEs 1 iH COUNTY H 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
= fs a, STATE b. COUNTY 
Sae Carroll MARYLAND i 4 
eke b. CITY OR TOWN (If outside cor pete limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write R ‘and give nedfest town) 
BE 2 wie RURAL and give nearest town: 
=ce Sykesville Baltimore 21214 Ee are 
pin d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. PSG ess: 
=a va 
Fes 18 Springfield State Hospital 2617 Wycliffe Road vest] no bd. 
3s s 3 3. aes First Middle Last 4. Lye Month Day Year 
2 = v4 
eRe ype or print) MARY ELIZABETH _ SEBALD DEATH August 12 19_ 65 
23 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED [—] | 8- DATE OF BIRTH 9. igo aud LE riers | 
ee /| Female White 6-23-188: “2 ital Raiead i 
2 winoweo [Xj ———ovorceoy_]| 6-23-1883 
a, yrs. x 
as 10a. USUAL OCGUPATION, Give kindof workdone| 1Db. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
25 during most of workin us, even If retired) INDUSTRY COUNTRY? 
bal 3 Ouse’ Maryland eA. 
“=e 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
28 Joseph Rosenberger Mary Elizabeth Witterride 
o 
a, 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
= Ss (Yes, no, of unkown) | (If yes give war or dates of service) 
ss No ---- Records, Springfield State Hospital 
28 18. CAUSE OF DEATH [Enter only one cause per line for (a), (6), and (c).] Pee ap esate 
2 PART |. OEATH WAS CAUSED BY: pura hrt 
E>S5 ) HIMESIATE EAUEY (ayo ted Nephritis 8 
i 3 QUE TO 
conditions, if any, which ()__Bronchepneumonia Days 


gave rise to Immediate 
cause (a), stating the ( OVE TO 
underlying cause last. 


Ce ——EE 
S | PARTI. O GNIF, Pulls ONS CONTRISUTINGTOD TH BUT NOTRELATED [0 THE TERMINAL DISFASECONDITIONGIVEN INPART 1(a) |19. WAS AUTOPSY 
|5 ironic bra yndrome assoc. With cerebral ateriosclerosis, with te CR aE 
|? jpsychotic reat on Ss ix O 
& | 2Da. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part 1 or Part II of Item 18.) 
§ | OR CONTRIBUTING [1] CAUSE OF D 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 2Dc. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m, While Not While factory, street, office bidg., etc.) 
8 
= m1. 19 at work at work 


21. | certify that (I) (this hospital) attended the deceased from_10=16-61 _, 19, 


"tory? 19___, that (1) (we) last 
saw the deceased alive on__8=12-655 19 ___, and that death occurred a front t 


@ causes and on the date stated above. 


Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


director, page 3 should be detached for use as the burial- 
should be filed with the State Dept. of Health prior to burlal, 


22a,_ SIGNATU ‘22b. DATE SIGNED 
ry berets pave") Bingoror C) Pave. fc) 8-13-65 
22c. pa RE ws Antonius Glahn, iy 22d. ADDRESS & mringfield State Hospital 
} vkesville, Maryland 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. een (Clty; town or pay (State) 
eo! (Specify) > ‘ |["A st Le. 
+ oy “LS yA if A e ay eK Yt Le, 
\ 34. FUNERAL DIRECTOR 5 ‘ADDRESS | «| ee veohrkas feaidet 25p, REI on set 
VR AIS (4) oy Ns Te 
Tees Lescted Sb Lire kel La. 24 p onAUG 16 196 


1 (M) MARYLAND STATE DEPARTMENT OF HEALTH 


The !aw requires that the death certificate be executed within S hours after Py 


Page 4 may be retained by the hospital or attending physician. 
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Pages 1 and 2 


ithin 72 hours after death. 


letely filled in by the funeral 


lease remiove catkon papers. 


cremation, or removal, and in dny evest, 
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1057 


gion OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, + MARDEN 
CERTIFICATE OF DEATH 1 


a. STATE 


b. COUNTY wi 
Carroll hate Maryland COUNTY “Baltos. 2a 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
a. CDUNTY 


b. CIEY OR TOWN (If outside corporate Ilmits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, Lig RURAL and give nearest town) 
welte RURAL and give nearest town) 


Sykesville 6yr.2mo 2da || Baltimore Om veg 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. ele 23 
Springfield State Hospital 7223 Stratton Way ves]_N 
3. pale First Middle Sei Last 4, is 8 Month ead 
Cypecrorinty = ATthur Guy eipp He 
3 OR RACE 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR |IFUNDER 24 HRS, 
WS CL GPLOK OF 7, MARRIED [_} NEVER MARRIED [~] RE s est btn fants Daye Hue | Mn 
winowen [5] pivorceo[]{ 12~3~= sie 
10a, USUAL OCCUPATION (Give kind of workdone| 10b, KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY - COUNTRY? 
Retired Washington, D.C. a eh 
13, FATHER'S be 4 ¥ pee Mae NAME 
_ ray Ba. DETH g 
George eipp CouURSEN . 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SDCIALSECURITYND. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 3 ‘ F : ~ 
No 2-09-1918 4 | Springfield Hosp. Record, Sykesville, Md. 
18. CAUSE OF DEATH (Enter only one cause per IIne for (a), (b), and (c).3 F INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: Ca io ( we green Re Rote 
J IMMEDIATE CAUSE (a) 2 {= : 3 ¢ 
Hd o/ DUE TD 
Conditions, If any, which ¢) A¢é torte Ze \e fost i Ka 
gave rise to Immediate teen 
cause (a), stating the d = 
underlying cause last. (c) O f Cae. 
3 PART I. DTHER SIGNIFICANT CONDITIDNSCONTRIBUTING TD DEATH BULNOTRELATED TO THETERMINAL DISEASE CONDITION GIVEN INPART1(e) | 19. rN nie 
= = 
S Yes[] No [%] 
é 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Ii of Item 18.) 
& | OR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20%. (Clty or town) (County) (State) 
a Hour am. while Not White factory, street, office bidg., ‘etc. ) 
= p.m. 19 at work |_| et work 


21. | certify that () (this hospital intel the deceased from _, to_ 2221-65 , 19, that (0 (we) last 
saw the deceased alive on 19____, and that _death occurred 32 Sate the causes and pn the date stated above. 


22a, SIGNATUR! A DATE SIGNED 
ee OQ RO MD. pave NS biatcre ‘or (] a Bl eee. Rahat 
22¢, eee Rane. ae age set md | 22d. ADDRESS 8 SpE nga rigl spate : seedy 
23a. ae CREMATION 23b. DATE THEREDF | 23c. NAME Ga CEMETERY OR CREMATORY | 23d. LOCATIDN (City, town or county) (State) 
i 84-65 Lonraine Park baltimone. 


ADDRESS 25a. REC'D BY REGISTRAR | 25b. GISTRAWS SIGNATURE 


Wee wk gules 624 Eastern Ave, #24 oS 24 1965 folerkg Sutphen 


Item 20a-21 Film G367MARV(ANO STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE h MARYLAND 


10575 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 3942 4 
ra PLAGE OF DEATH ‘ Z, USUAL RESIDENCE (Where deceased lived, If Institutfon: Resldence before admisgién) 


a. STATE b. COUNTY 


Carroll MARYLAND Maryland Baitimore—Gity 
b. CITY OR TOWN (If outside coi pate limits, ¢. LENGTH OF STAY IN 1b |, ¢. CITY OR TOWN ane outside corporete limits, write RURAL end give nearest tan) 


write RURAL and give nearest town! 
se 8mos.27dysy_ Baltimore 


rs Office along with form PM3, Page 5 may be 


essary, 


Sykesville 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. IS Ig RESIDENEE 


i ield State Hospital 2702 Goodwood Avenue vat not 


}. NAME OF First Middle ~ Last 4, DATE Month Day Year 
DECEASED OF 


oe GERTRUDE __GRIFFITH _smNs_| ™ August 19 
SEX 6: COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED fg] | & DATE OF BIRTH 9. AGE a IF UNDER 1 YEAR |IF UNDER 24 HRS. 
last 2a Months | Days | Hours Min. 
ite WIDOWED [_] Divorced [] | 8.2— 


Whit 
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn eae 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 


ans’ Ss = Mary] and U.S.A 
13. ene eae 14. MOTHER'S MAIDEN NAME * 


William Simms_ Elizabeth Milus 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No (none) Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).} Pee a 
PART |. DEATH WAS CAUSED BY: 
g 1/ IMMEDIATE CAUSE (a)___ ASPhyxia minutes” 


DUE TO 


Conditions, If any, which o)__Qcclusion of larynx and glottis by food 


gave rise to Immediate 
cause (a), stating the oUE TO 
underlying cause last. 


(o) = 
PART II. OTHER SIGN TFIGANTOONETTIONS CONTR IBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) |19. Pare 


eons 3 ng ves } No} 
20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury in Part | or Part Il of item 18) throat 


CAUSE OP DEATH UTNE While eating evening meal, piece of boloney lodged in 


3 to the funeral 


urs after death. 


tate Department 


and 


2) 


2, 


Give Pages 1 


. File pages 1 and 2 with 
, and in any event with 


encil in ftem 18. 


Examine 


f 


-transit permit. 


cremation, or removal 


CAUSE OF 


20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) —s«{State) 
Hour “etm. Wille: == Net vauild GREE al 
33 


\. at work[_] at work rrol] Md 
zal certify that | took charge of the remains described above, held an Autopsy Kl. Inspection [_}, Inquiry [_], and in my opinion 
death resuited from: . Natuzal causes [_],  ApCident "a Suicide [[], Homicide ["], Undetermined manner [_] 


¢ ae ol MEDICAL EXAMINER [_] 
ACTUAL ( 22. DATE SIGNED 
SIGNATUR| SSISTANT MEDICAL EXAMINER [—] 


* pepy EXAMINER J] Onde | 
EAN ee Oe ticle Castet/ 


23a. Oey rae en DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or ~~ ie 
pecify) 
Burvat 8/13/65 _|Woodlawn Cemetery 


24. rial DIRECTOR ADDRESS: hoy REC'D faltim ik REGISTRi NATURE 
Ye Ase IRN Weber Funeral Home 5311 Rdmondson Aves AUG 12 1965 Slat ee 
y 
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Page 3 should be used as a burial 
MEDICAL CERTIFICATION 


ecute the certificate, writing the word “pending” in pi 
Page 4 should be forwarded to the Chief Medica 


retained for your files. 


TO FUNERAL DIRECTOR: 


of Health or its designated agent, prior to burial, 


TO DEPUTY Mi 
please ex 
director. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARY, 


WN 
yi CERTIFICATE OF DEATH 13943 


1 aa? a DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Resldence before admlssion) 


a. STAT! i b. COUNTY 
as QRROLL MARYLAND BAARYLAN AMD LCACLOLL 
b. CITY es “ap (if outside corporate Ilmits, | c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside~corporate limits, write RURAL and give nearest town) 


eis ny) wa re ane SO 8S, pa gf oe (PREG ST. MES TPVINSG FTE 


4. NAME. aes ce 6TH if not in hospital, give street address) || d. STREET ADDRESS a. Pei 


CL0L FLY GEM E Men & MAL? Will E yes) no Bt 


3. NAME DF Month Day Year 


i f 

DECEASED First ica Las 4. DATE 

(Type or print) Lil Stns 2, 19 6S. 
6 but RRA @ DATE OF BIR sole AGE hears | FUNDER 1 YEAR|IF UNDER 24 HRS, 


7. MARRIED [zal See MARRIED Ae Ed 
Lnale wooweD [-] __vworcen AE M#/?CH 8/ /89) if Se fen || 


10a. USUALDCCUPATIDN /4if Gi ‘i gone| 1Db, ioe: DR 11, BIRTHPLACE. County & State, or foreign country) | 12. uae pF WHAT 


LOU of NO LY pa eyen if retired) JUS WEL TAAL. STh 


13. FATHER’S NAME 14, snr atlas NAME 


SDWIM SHIP LE  Aeupenice ae. 


| 15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (if yes give war or dates of service) 


Ca ELBO 

a ae — RS ADDIE M, SHUDDER Wr rins als 
18, CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] a INTERVAL B! N 
PART |. DEATH WAS CAUSED BY: ) ONSET AND DEATH 

0 ie CAUSE (a) 4 


4 of ob DUE TO 
Cenditions, if any, om (b) 4. 
gave rise to Immediate 


cause (a), stating the DUE TO 
underlying cause last. (e)- HYPE TEV. S7 2 yx 
PART Il, DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNDTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(2)|19. WAS AuTORSY 


ves(} no (] 


= 


filled in by the funeral 
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& Kehoboth Nuesing Home | oth Aulisn Hvenue _|\¥sO sol) 
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ke TARA uly 4, ws | | 
8 > Ta. USUAL OCCUPATION ( Ett p work —] 10b. KIND OF BUSINESS OR ay | i. ae E (County & Siete, or 2 country) | 12. waits “OF WHAT COUNTRY? 
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] | }] fem : a O ¢ Bt birshaay) Months | Days | Hours | Min. 
BEE emale white WIDOWED [X] pivorceo{]|May 31, 1887 25 yres. 
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10580 CERTIFICATE OF DEATH , 3946 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If iNT isla before admission) 


Ea ated a, STATE b. COUNTY, 
CA. RRo !] MARYLAND Nd. Beef f __ 
b. CITY OR TOWN (If outside limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
bas RURAL me tm Teste town) x, + 
Week. |KRora) -  Sykesui (le 


d, Tan OF stm Instex, (lf not in hospital, give street address) |) d. STREET ADDRESS @. IS RESIDENCE 


Carrot Coup Hospite | | WMretg Rend at hgentl 


3. pis Ay Firs’ Middle an Last 4, Bare Month Oay Year, =— 
(Type or print) &c SCOR — SPEN CE DEATH A CUS7 30 19 ey 
5. SEX 6. COLOR OR RACE | 7. MARRIED [5] NEVER MARRIED [] | ®._ DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR IF UNDER 24 HRS. 


Mirtle (ly I wipoweo C) oworceo ] 2-22 Se La __last birthday) | Months | Oays | Hours Min, 


AS yrs. 
10a. USUAL OCCUPATION (cue kindof workdone| 10b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 


di A it of l y / ( Z 

uring most of working life, even If retired) Hesprtn-| So oh Chee 4 COUNTRY? gf 
13. FATHER'S NAME “C hon rig NAME 

Tames Spene< Eh zn betk Abrams 


& a DECEASED EVER INU.6. ARMED FORCES? | 16. 14-36-2194 17, INFORMA! Address 


unkown) Cityesaite war or datesof service) 219-36 ~ 2/9 Wes ’ pp S ene’. - Syke sui Ue, 
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DUE To 


Conditions, If any, which Y/ ERR TE MIVE ” HE We, 7 iD ISESPS £ 
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(IF EITHER, NOT! EDICAL EXAMINER) 
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2 - hi eke, 


*B BY Ceupted 25D. i 
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5 © 
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3 £33 GYVC ____MARYLAND || _ ary land arrvoll 
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S205 OL MEE SOUT Bie ec aS i a 2 gf 
fe S5= 3 WAS DECEASED ee TIN U.S. ARMED FORCES? <i SOCIAL SpGURITY 17, INFORMANT ddress 
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cause last. te) 


y be retained by the hospital or attending physician. 


19. WAS AUTOPSY | 


certify that((I)/(this hospital) attended the deceased from 2... 94S, that (Ty (we) lest 


QS, and that deeth 


and on the dete stated above. 


IRECTOR: After this certificate has been signed by the 


director, page 3 should be detached for use as the burial: 


z fz “PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(2] 
5 is i. AT on. PERFORMED? 
a Sale = a P ‘ it ee yes [1] No 
& & 20a. ACCIDENT WAS UNDERLYING Q ] 20b. DESCRIBE HOW INJURY OCCURED. {Enter neture of injury in Pert | or Pert Il of item 18.) 

& | on CONTRIBUTING [] CAUSE OF DEATH 
iI © |(IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 * = - = Ls = = z — = 
g S | 206. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, » 20f. (City or town) (County) (State) 
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22e. “SIGNATURE 22b. DATE 
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CERTIFICATE OF DEATH 20 
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tz = 4) 
£2 peace DEATH 2. USUAL RESIDENCE (Whare deceesed lived, If TaalicNanh tater es baterasdniaice) 
cee se e 8) b. COUNTY 

£S< ‘CAR RaLcL MARYLAND | “PUD RVLAND cA Reve 
2 23 8, CITY OR TOWN It outside commorate Tims, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
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£32 |QURBL £2. SS YEeOs’ RUQAL - WE STMINSTEL 
SIPS d. NAME OF HOSPITAL aia Aw (if not in hospital, give streat address) d, STREET ADDRESS e. IS RESIDENCE 
ESI “od T # FARM? 
2:2\| Route pe guTE TI ves (Ue) 
3 an shee T Es First ~ Middle a5 4. DATE Month Day Year Zs Z 
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€ a last fay 

* = Fe MOLE WHITE wivowe [JL DIVORCED [_] Ss EePt 2 3 108i 78 Fey ea Nie: | ie, 
‘Egs T0a. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | if. BIRTHPLACE (County & Stata, or ~ A ign ror 12. CITIZEN OF WHAT COUNTRY? 


GpOUsE most of wie life,e: 1 ratired) FE A R 
13. POU SE = —— M 


PAWEL. YINens ne - 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (Ifyasgive warordatesofsarvice) 


CARROLL MAeyLawd -U SA- 


14, MOTHER’S MAIDEN NAME 


LUCRETH? F2LP ALL GH 


7. INFO (S0NW)- 
AM AN WWE 
ee TAS Oh RLLAWO 


Then please remdve 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 4ve' 


te has been signed by the attending physici 


attended the deceased fro UG UST, 19 to. , that (I) (we) last 


USA. 19h, ~ that death occurred a3 n, from the causes and on the date stated above, 
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. ATTENDIN' TAFE 
i Tap. | PHYS. Be Mecron OO Pays. 2 g AS: cal 


[22e. PHYSICIAN'S 22d. ADDRESS 


eit) Eu Tr. Wire vi ER, 19 01D6E RD. WEST Mwsien aD 


saw the deceased alive on... Ave. 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, lown or county) al 


8/18/65 Leister's Church Cemetery RD Westminster, Mes 
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ee SE joa; Lita) eagle Re Zea endl 11 wie Pandata 
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SEMONAL Areeale 
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ows } DuE TO 
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Bea (a), stating the undarlying (~ DUETO 
fo —= 
Sot = (e) | —— 
BSx Zz "PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AuTORSY 
io) a adel PERFORMED 
= 
3 $ - = + pa ves [} NO oO 
hy = | 20s. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Part Il of itam 18.) 
2 & | OR CONTRIBUTING [] CAUSE OF DEATH 
3 G [GF ETHER, NOTIFY MEDICAL EXAMINER) 
2 2 2s : = 
g S | 206. TIME OF INJURY Month, Day, Yar) 20d. INJURY OCCURRED ) 200. PLACE OF INJURY (Homa, farm, | 201. (City or town) (County) Grete) 
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ie 3 At, 0 at work ["] at work | 
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death. Page 4 may be retained by the hospi 


TO FUNERAL DIRECTOR: After this certifi 


ASS (4) 


583. of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STA 583 MEDICAL EXAMINER’S CERTIFICATE, OF DEATH Paavial 
HEALTH DER T. oe Or DEATH ea . NERS CE Es jyd3 


x 1 M) 10 MARYLAND STATE DEPARTMENT OF HEALTH 
MI | 


IDENCE (Where deceased lived, If institution: Residence before admission) 
a, STATE b. COUNTY 
= oan Carroll MARYLAND Maryland Carroll 
So Sa b. CITY OR TOWN (If outside cor, porate limits, ¢. LENGTH DF STAY IN 1b |. c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
g ES £ Ss weckwien oh give nearest town) DOA y Pat 
s-—e 5. nster \ apsco 
20 ae d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |! d. STREET ADDRESS a TS RESIDENCE 
c=) OT 
ps gg 7 7 arroll County General Hospital / ves ]_no fx) 
Sz “2 3. NAME OF First Middle Last it DATE Month Day Year 
se... : : 
85 DECEASED > OF rm 
Faz (Type or print) CH. a VE2 LE Bs LA DEATH F£ — SF 9f5> 
=e 5. SEX 6. COLOR OR RACE Goce Y NEVER MARRIED [_] DATE 0) hu 9. AGE a IFUNDER 1 YEAR|IF UNDER 24HRS. 
Ss 4 mal hit 888 ri a ols Days | Hours | Min. 
Sak ave e white wipoweD [7] DivoRCED [] Feb. 22, 1 
275 BE 10a, USUAL RUA si kind of work done| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (State or ee samt 12. CITIZEN OF WHAT 
=2E 8B during most of working life, even If retired) INDUSTI COUNTRY? 
Bom 73 disabled war vetera Carroll Co., Maryland U,S.A, 
ose gs 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
B63 Sz David E. Taylor Laura J. Blizzard 
S-& ES 15. WAS DECEASED EVER INU,S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Ne = (Yes, no, or unkown) | (It yes give war or dates of service) 
gee 2 yes WI --+ Blanche Wagner Taylor same 
= Ss sé 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] . Gt BerW er yy 
Bes =n PART |. DEATH WAS CAUSED BY: Oe OAL te a? 
2"5 35 ne Pdi! CAUSE (6). : 
tS ees DUE 4 i Sask, of) 
558 35 Conditions, If eny, which » (Ge op v; Og ODay Dea Dt lL Me. OP Ei, 
B82 55 gave rise to Immediate SCE : ; Oy 
Bo eget couse (a), stating the ¢ DUE 7 gS ) OF 
we paee derlying cause last. 
2S5= os SCONE COURS AIREL: (c). : —— 
% Sal Ss 0 & | PARTI1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 12 DEAAH BUT NOT RELATED T0 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(6) WAS AUTOPSY 
2e2 34 = . 
gsf= 35 Vlg yves[-] NO 4 
= woe 2s | 20a EXTERNAL CAUSE WAS 20. DESCRIBE HOW INJURY OCCURRED. (Enter nuture of Injury In Part 1 or Pert IT of Item 18) 
S23 =e 6 | PRIMARY C) or CONTRIBUTING () 
vee Bo S : 
(3 ce 5 5 = |20c. TIME OF INJURY Monin, Dey, Yeer | 20d. INJURY OCCURRED 2s. pane SE RUURY ame, farm, 20f. (Clty or town) (County) (Stete) 
Zee oo 5 Hour @.m. While, — Not While Pert eeieey be 
S35 33 8 cul 19 at work at work LC) 
Ee ’ <a 21. 1 certify that | took charge pf the remains described above, held an Autopsy ae Inspection ™, Inquiry , and tn my opinion 
wre So death resulted from: — Natural_causes &XJ,// Accident [], Sulcide [_], Homicide [_], Undetermlned manner {_] 
Sos a 2, . 2 CHIEF MEDICAL EXAMINER [7] 
geeee seta LAY Zt he LALA, *SSISTANT MEDICAL EXAMINER Be beragfote 22. Di aes 
is 3.2 Zs ols EXAMINER'S Y aX it olaelt eae q 
o = 
EBgeees NAME (Type) , = =s 
B8sse 2a. SoA Lai 23. DATE THEREO 23c. NAME OF CEMETERY OR BS or 23d, Lie frraeel (City, town or county) 
== 0 — Pac! 
east os Hara 8/11/65 arrollton Ch. of God Cem. Westminster RD Md. 


24. APINERAL DIRECTOR 
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ee EEL )O , 


VALE aD Bl bs 
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25a. REC'D BY REGISTRAR] 25D. REGISTRAR'S SIGNATURE 
“AUG 1 i Jaga. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10584 CERTIFICATE OF DEATH 13950) 


Ww erp OF DEATH 2, USUAL RESIDENCE (Whare dacessad lived, If Institution: Rasidence before edmiss 
* Carroll aac = STATE Maryland >. COUNTY Montgomery 


b. CITY OR TOWN [if outside corporeta limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If oulsida corporale limils, write RURAL and give neeres! town) 
write RURAL and giva naarast town) 


¥ . ; > e 

(Rural) Sykesville 25 days eked Chase : S0Sly 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street addrass) d. STREET ADDRESS DG e. IS RESIDENCE 
ON A FARM? 


C fs - 
Springfield State Hospital | ] . 46 09/Russey Parkway Yes 
3. NAME OF First 


: 


YN 


jely filled in by the fun: 


on papers. Pages 1 and 2 shgul 


DECEASED eae Last [4 DATE Day 
(Type oF print) Frederick Benson Warder, Sr. DEATH 18 


S. SEX }6. COLOR OR RACE]7, ARRIED [NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yaars |IF UNDER 1 YEAR| IF UNDER 24 HR: 


last birthda: Pree ee “Hours eae 


male white wiooweD [] _ivorced [-] 10-30-93 vat yes. 


$0. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | CITIZEN OF WHAT COUNTRY? 
dona during most of working life, even if retired) 


Attorney he") - Virginia | oSeAe 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME ie 


Charles E. Warder Katherine Evans 
¥S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NQ.| 17. INFORMANT Address 


{Yas, no, or unkown] | (Ifyasgivewarordatasofsa tee 
yes army 1917-191 997 aay i 
18. CAUSE OF DEATH [Enter only ona cause per fing for (al? (B), andl (ei. a >. INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: peabed ye ial 


IMMEDIATE CAUSE (a) Heart Failure days___ 


DUE TO 
Conditions, if any, which )__Arteriosclerotic heart disease __ |_years 


geve rise to immadiata cause 
(e}, stating tha underlying ( DUETO 


c= __Bronchial-pneumonia Ld 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN FIN PART {(a)) 19. WAS AUTOPSY 


Chronic brain syndrome, associated with psychotic reaction , is [glans Tale 


/20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury In Part | or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


72 hours after death. 


ee 


pes 


in al 


|, and in any event, 


Then please remove 


20c. TIME OF INJURY — Month, Day, Year| 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Home, 20f. (Clty ortown) (County) ~ (State) 
iicateah: While __ Not While factory, straat, office bldg, sted | 
fem Be a 19 at worl ab work eee 


MEDICAL So 


saw the deceased alive on.. 


=a Z 
22a. SI 22b, vate 
mS Ey STAFF Gt 
on He. ia wteh eH 9 | is Dkecron [) Pays, fi] 8-18-65 
PHYSICIAN'S 5 ; 


226, 224. _ > 
NAMEN YOO He clamdincle Mae Springfield State Ho pital 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
REMOVAL (Specify] 


y son 2O/O5 «Lincoln Crematory frince BY REGISTRAR | 25! ‘GISTI NATURE 
mite LIN Meee Lb. Bool yeep. |B 33 1965 i 
vO 


— 


director, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
1 ayy N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH $305 


Te se one Canad 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
le a 


MARYLAND 


b. a. OR TOWN (if outside cor, teen) limits, c. LENGTH OF STAY IN 1b || c. CI 
RURAL and give neargs' 3 


@. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, anche’ address) || d. STREET ADDRESS 8. py hea 


ves] noe 
3, NAME OF 


DECEASED First B Middle 5 DATE Month Day Year 
(Iype or print) 4 1 WG 28 ekwager W. Pea © wer 
5. SEX 6. COLOR OR RACE 7, MARRIED [7}-MEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (in yeds 4 IFUNDER 1 YEAR]IF UNDER 24 HRS, 


EB WhAt wiboweD [} DIVORCED [} ot. 27, i 8 73 S yrs. ial pave: | eure sil 


Re USUAL OCCUPATION (Give Kind of work done | 10b. a eile OR IL BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 


ring most of working || fe, even If retired) TR’ | Ae { COUNTRY? Le ft a 
ry 


IOTHER’S MMIDEN NAME 


apers. Pages 1 and 2 


within 72 hours after death 


Be be 


and completely filled in by the funeral 


lease remov 
and in an: 


ysician 


if 


16. SOCIAL SECURITY NO. 


th p 34 17. a tas Ate Or ] be, WA 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] TNTERVAL ae 


PART 1. DEATH WAS CAUSED BY: ONSET DEAT! 
, IMMEDIATE CAUSE (a). 


rmit. Then 


d with the State Dept. of Health prior to burial, cremation, or removal 


/ DUE TO i! 
Conditions, If any, which 0) er Vorrentan| Tyna « 


gave rise to Immediate 


cause (2), stating the ¢ DUE TO Denier 


underlying cause last. tc). 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(2)  |19. Ee 


yes[] No 


or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph 


20a, ACCIDENT WAS_UNDERLYING (7) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e, PLACE OF INJURY Home, farm,| 20% (Clty or town) County State) 
Hour am. aie eenctanite factory, street, office bldg., etc.) 
B.m. 19 at work] at work 


21. | certify that((l} (this hospital) attended the deceased fro 37, 1945", that fijtwe) last 
saw the deceased alive on 19.6, and that death’ occurred at. , from the cguses and on the date stated above. 
22a. ews) ; m6 22b. DATE/SIGNEI 
& Ht wero o. BaVe NS GL ABitector OMS oO Aso 
22c. PHYSICIAN'S 


22d. ADDRESS 
eo Wi Fons Ap | Maaekos tec 
Ta he ey 2ab. i] - His- 23c. OF CEMETERY Maw wy, EMATORY 23d. LOCATION (City, town or county) (State) 
(o A. 


ah TG spi es Bey. a7 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


should be detached for use as the burial-transit pe 
MEOICAL CERTIFICATION 


age 3 
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R: After this certificate has been signed by th 


ATTENDING PHYSICIAN: 


yy be retained by the hospital or attending physician. 


R 
RECTO 
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TO FUNERA 


director, page 3 should be detached for use as the burial-transit permit. 


be filed with the State Dept. of Health prior to buri 


TO HOSPIT. 
death. Pag 


VR AIS (4) 
18M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
7 % ee OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH +3952 
1. PLACE OF DEATH et 2. USUAL RESIDENCE (Where decoased lived, Ii institution: Residence before jen) 
@. COUNTY 


e. STATE b. COUNTY 
MARYLAND Crag 


mits, |. LENGTH OF STAYIN Ib || c. CITY OR TOW9E (If outside corporate limits, write RURAL end give naarast town) 
write RURAL end give meerest ipwn) wi; 4, ha Siviin ws - 
~~ d. NAME OF HOSPITAL OR INSTITUTION (if not in hospilel, give EL ‘d, STREET ADDRESS = ‘@. IS RESIDENCE 


b. CITY OR TOWN (if outside corporat: 


~ s ON A FARM? 
90 r VS lto~n—— ee Beprdk mS Te ves [] No[ 
3. NAME First “Middle Last rn ‘DATE Month Day “Yoon ee 
DECEASED = : 
(ype or print Ha i =m cae Ce A UAL Were SEATH 19 @S 
5. SEX 6. COLOR OR RACE) 7, MARRIED [] NEVER MARRIED [ ] | B- DATE OF BIRTH Senay 19: "AGE Tt (In yeers | IF UNDER 24 


Hous | Mi 


Howell. |W LAL 


Ta. USUAL OCCUPATION (Give kind of work 
done during most of working lila, even if retired) 


— “Days 


wivoweD [A DivorceD [_] Act 2¥ Wie, PS 


irthday) 
yrs. 
10b, KIND OF BUSINESS OR INDUSTRY | Tl. BIRTHPLACE (County & Stete, or ie ‘country) E CITIZEN OF WHAT COUNTRY? 


MED OK, ee a oe US. 


14, MOTHER’ MAIDENAN [AME 


7, (JNFORMANT 


ee ey es 


. 2) INTERVAL BETWEEN 
. ONSET AND DEAT! 
(Mow 


13, FATHER'S wal 


PIS, WAS DECEASED EVER IN U.S. ARMED FORCES? 


SECURITY NO.| 1 
(Yas, no, or unkown) | (l¥yes give werardatesofservice) 


“| 18. CAUSE OF DEATH [Enter only one cause per lina for (e), (b) 


PART I, DEATH WAS CAUSED BY 
IMMEDIATE CAUSE ‘el. = Wh 


DUE TO 
Conditions, il any, which (b) 


gava rise to immadiala cause 
(e}, stating the ‘underlying ( DUETO (el Le 


{c) 


oz IBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART K(e)| 19 
& = = PERFORMED? 
< ves [] NO / 
= "ACCIDENT WAS UNDERLYING [| 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature ol injury in Part I or Part Il ol item 1B.) 
& | OF CONTRIBUTING (] CAUSE OF DEATH 
G | UF EITHER, NOTIFY MEDICAL EXAMINER} 
% | 20. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, " 2Di. (Cily or town) (County) (State) 
a Hour a.m. While __ Not White lectory. street, olfiea bldg., ate.) | 
2 9 at work [_] at work [_] 1 
2 certify that Ds: | hospitel) attended the deceased from. (we) last 
saw the deceased alive on.. 9b i and that deeth 5 id on the date stated above, 
P22e. SIGNATURE es 5 < 226. PATE 
as ATTENDING STAFF Fe 
mop. | PHYS. iY DIRECTOR Oras. BezZs 
22e. wll SW. rar. = ~~ ‘22d. ADDRESS ¥ 
NAME (Type) hi a 
(Ell a) be v Ard. : MY Aa Ch CITC TK, Abb 
Fis, BURIAL, CREMATION. | “”S “DATE THEREOF | 23e. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stete) 
VAL (Snacify) 
| apaneeoan VES | LAZARUS LLMNETE cneBoge Ctrl? 


24 FU 4 DIRECTOR'S Fh ADDRESS REE’D BY REGISTRAR ing’ ISTRAI SIGNATURE 


ee y: LiteD Tarai > > 1965) = = (a ae 
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it. Then [pee remove carbon papers. Pages 1 and 2 
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After this certificate has been signed by the attending physician and completely filled in by the funeral 


Page 4 may be retained by the hospital or attending physician. 


director, page 3 should be detached for use as the b 
should be filed with the State Dept. of Health prior to burial 


TO HOSPITAL : D one PHYSICIAN: The law re 


TO FUNERAL DIRECTOR: 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Ron OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
4 


105 CERTIFICATE OF DEATH (3953 
1 gra tee 2. USUAL RESIDENCE (Where deceased lived, If Institution: faders before admission) 


Carroll quaint * STATE Maryland » cowry Baltimore 


b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 


Rural--Sykesville 4yr. 27days Baltimore M7 


$$ ir 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street eddress) || d. STREET ADDRESS e. Gnu epheg 


i State Hospital 114 Bennett Road vesC] nol 


3. NAME OF First Middle Last 4, DATE Month Day Year 

(Type or print) Florence Delaca Wiemer DEATH 8 16 4965 

JS. SEX 6. COLOR OR RACE) 7, MARRIED [-] NEVER MARRIED []] & DATE OF BIRTH B. AGE (in years [TF UNDER 1 YEAR|IF UNDER 24 HRS 
Irthday) Months | Deys | Hours Min. 


female white winoweo PK] —oivorcen(-]| 5/16/94 a? eis 


10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working | a even If retired) INDUSTRY COUNTRY? 


Post Office Cler! Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John F. Weatherstine Graf 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


Bee pe aa none Springfield Hospital records, Sykesville 


18. CAUSE OF DEATH [Ent I i} b),, . INTERVAL BETWEEN 
PART |. DEATH oN ieee: oe ea 4 wi ps ; wie AND DEATH 
LL jy, MEDIATE CAUSE (a) Cardiac failure days 
“* Pid ) DUE TO 4 
Conditions, If any, which )___Toxemia due to large decubitus ulcers months 
gave rise to Immediate 
cause (a), stating the UE TO 
underlying cause last. {). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TQ THE TERMINALDISEASECONDITIONGIVENINPART 1(@) |19. WAS AUTOPSY 
Ghronic Srain syn vome-witi cerebral De eselerosy s Without PERFORMED? 
ualifying phrase. yes [] No 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert | or Part II of Item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTI JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, officebldg., etc.) 
p.m, 19 at work at work Oo 


MEDICAL CERTIFICATION 


21. | certify that (% (this hospital) attended the deceased fro nk at 1965, that @ (we) last 


, IL _, t 
saw the deceased alive on_8/16/ __1965_, and that death occurred 16205), fale causes and on the date stated above. 
22b. DATE SIGNED 


22a. SIGNATU . "4 
Ly Procéos So Cheber 7 us. 8°" Woe OBE wal 8/16/65 ; 
2c. Tacs : i 22d. ADDRESS Springfield State Hospita 
NAME (Type) Moises Sucholeiki, M. D. 3H Sille, Maryland 


GREMATION,| 23. DATE THEREOF | 29c. NAME OF CEMETERY OR CREMATOR 23d. LOCATION (City, town or county) (State) 
L (Specify) y é B O, 
tPAG bE Inorlinde Pre. G. Pet » 
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TO FUNERAL DIRECTOR: After this certi 


A 


MARYLAND STATE DEPARTMENT OF HEALTH 
pOege OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
9g 


CERTIFICATE OF DEATH 19954 


1, PLACE OF GEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
a. COUNTY a, STATE b. COUNTY 
MARYLANO 


b. CITY OR TOWN (If outside corporate limits, 


¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If Outside corporete limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 


Se . 
d. NAME OF HOSPITAL OR INSTITUTION (If not in sie oa ‘address) | d. STREET ADDRESS e Paes 
} 
. ‘pp. £5 ves] wofgl 
3. NAME OF First Middle Last 4. DATE Month Gay Year 
DECEASED OF = 
(Type or print) HOWARD OEATH § 27 1968 
5. SEX 6. COLOR OR RAGE | 7, MARRIEO [SQ] NEVER MARRIED [_]| 8 DATE OF BIRTH 9. AGE (In years] IFUNOER 1 YEAR |IF UNGER 24 HRS. 
last birthday) qionths Days | Hours | Min. 
Mal 2 : wrooweo [ } oivorceo {| Nove29 1884 80 yrs. 
10a. CUPATIO! ive kind Of workdoné| 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & State, or forelgn country) | 12, CITSZEN OF WHAT 
during most of working Ilfe, even If retired) INOUSTRY COUNTRY? 
13, FATHER'S NAME 14. MOTHER'S MAIGEN NAME 
15. WAS DECEASEO EVER IN U.S. ARMEO FORCES? 6, SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) ae war or dates of service) 
20-34—5048 | Mrs Myrtle Wi ._Same_as_# 2 
18. CAUSE OF GEATH [Enter only one cause per ilne for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
MMR) Cece cial Vascucee Ewsuecieency | a Mo. 
x DUE TO a 13 . 
Conditions, If eny, which KEB las TE, cle yer 5 
gave rise to Immediete ke) —_ 7 & AlO © Bost he 
cause (a), stating the DUE TO 
underlying cause last. (c). 


& | PARTI. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1(2) [19. WAS AUTOPSY 
. 
<< 
$ Broneito Prepon YES no 
= | 200, ACCIOENT WAS UNOERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18, 
E | OR CONTRIBUTING [) CAUSE OF DEATH eon lury ) 
© | (IF EITHER, NOTIFY MEOICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY GCCURREO |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. while Not While factory, street, office bldg., etc.) 
= p.m. 19 at work at work 
21. | certify that _(l) (this hospital) attended-the deceased from , 1927 to 27,19 657 that (I) (we) last 


27 19S, and that death occurred atZeM, from the causes and on the date stated above. 
22b._OATE SIGNE! 


ATTENDING EO, STAFF 
ae) M.D._PHYS. Acronis ave (sh ee es me 


 RAYSICIAATS 22d. ADDRESS 
incent: J.Fiocco Westminster, Md. 
23a. REMOVAL tepecttyy 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY nm, LOCATION (city, town or county) (State) 
Aug.29 1969 Pine Grove Cemetery Mt. Airy, Md. 
24. FUNERAL GIRECTOR ADDRESS ‘25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
C.M.Waltz Box 241 Sykesville, Md. | dUG ol 1965 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
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aRe ayeorpiny — 9S P77 FELL APP bam YOY Nf | DEATH p65 
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= [4- Af, Z 7 EA 
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underlying cause last. (e) 
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20a. ACCIDENT WAS UNDERLYING 

OR CONTRIBUTING [1] CAUSE OF DI 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 

p.m. 


21. | certify that (I) (this hospi 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part 1 or Part II of item 18.) 


of Health prior to bu 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
while Not While factory, street, office bidg., etc.) 
at workL] at work CJ 


attended the deceased _from. that (1) (we) last 


19: 0. 
9659, and that death occufred 4 from the oduses and on the date stated above. 
22b,_ DATE SIGNED 


wo. EO" Wore OSE | I /F- O 
] _ 22d. ADDRESS ¢ RA 30 

A! CS zvn rips EVOP 2 Yaxs Lilegsananr nter 

23b. DATE THERBOF » NAME OF CEMETERY OR CREMATORY se LOCATION ip or county) (State) 


S270, SQ, Ped \onBb 23 864 [Perkin Naga 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 
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22c. PH 
NAI 


23a. BURIAL, CREMATION, | 
EMOVAL (Specify) 


director, page 3 should be detached for use as the bu 


Page 4 may be retained by the hosp’ 
TO FUNERAL DIRECTOR: After this certificate has been sign 


should be filed with the State Dept. 
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